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For the high dosage essential to the oral route 


Sguth fered cnls 





A 50,000 UNIT TABLET 
OF PENICILLIN CALCIUM 


“PROvIDED enough is used . . . the oral route 
of administration of penicillin . . . is an ef- 
fective way to treat infections” . . . requir- 
ing “five times as much, on the average . . .”! 
Parenteral medication should be used in 
the initial stages of acute infections, how- 
ever, and Tablets Penicillin Calcium may 
be used effectively in the convalescent pe- 
riod following the remission of fever. 
Highly potent, Tablets Penicillin Calci- 
um Squibb simplify oral therapy by pro- 
viding in a single tablet 50,000 units of the 
calcium salt of penicillin combined with 


0.5 gm. trisodium citrate to enhance ab- 
sorption as well as to attain “less irregular, 
higher and more prolonged blood levels.”? 

You can prescribe the precise number of 
tablets needed without fear of potency de- 
terioration. Each tablet of Penicillin Cal- 
cium Squibb is individually and hermetic- 
ally sealed in aluminum foil. Economical 
and convenient. Packages of 12 and 100. 
Refrigeration not necessary. 





1. Bunn, P. A.: in Conferences on Therapy: New York State J. 
Med. 46:527 (March 1) 1946. 2. Gyérgy, P.: Evans, K. W.; 
Rose, E. K.; Perlingiero, J. G., and Elias, W. F.: Pennsyl- 
vania M. J. 49:409 (Jan.) 1946. 


TABLETS | nielins CALCIUM SQUIBB 
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MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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ENDOCRINE THERAPY 
EDWARD H. RYNEARSON, M.D. 
Rochester, Minnesota 
INCE this paper was presented at the “low” with 1 grain (0.065 gm.), “too nervous” 


meeting of the Minnesota State Medical As- 
sociation, there has appeared a booklet Exhibit on 
Endocrine Products, published under the auspices 
of the Council on Pharmacy and Chemistry of 
the American Medical Association. It was pre- 
pared by Drs. Austin Smith and Walton Van 
Winkle, Jr., and can be obtained by writing to 
the office at 535 North Dearborn Street, Chi- 
cago, Illinois. It supplies in one small booklet a 
much larger amount of information than was 
contained in my original remarks or will be 
written here. 


What are some of the products of the endo- 
crine glands which we physicians have found 
useful? 


Thyroid 


Desiccated thyroid is the most widely used 
(and misused:) of all the hormones. It has sev- 
eral advantages: it is inexpensive, it is effective 
by mouth, and when properly used it is not toxic. 
It is so satisfactory that I know of no reason 
for the routine use of thyroxin, which is expen- 
sive and which belongs in the research laboratory. 
The most common use for thyroid is to elevate 
the basal metabolic rate. In cases of myxedema 
it constitutes complete replacement therapy. I 
have rarely seen a patient with myxedema who 
received more than 2 grains (0.13 gm.) daily as 
a maintenance dose, and in most instances there 
is a difference in response to variation of as 
little as %4 grain (0.016 gm.). A patient may feel 





} From the Division of Medicine, Mayo Clinic, Rochester, Minn. 
Read at the annual meeting of the Minnesota State Medical 
Association, Saint Paul, Minnesota, May 22, 1946. 
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with 1% grains (0.1 gm.), “just right” with 
1% grains (0.08 gm.). This is quite a contrast 
to the patient who has a low basal metabolic rate 
without myxedema and who can take 3, 4 or 5 
grains (0.2, 0.26 or 0.3 gm.) a day without any 
untoward symptoms. Having taken such an 
amount for some weeks, her basal metabolic rate 
is found to have risen dramatically from —18 per 
cent to —17 per cent! In these cases, the low rate 
is part of ‘the general picture rather than the 
cause of the trouble, and justification for the 
use of thyroid depends on the patient’s response 
rather than any changes in the basal metabolic 
rate. The use of thyroid in certain cases of men- 
strual disorders, sterility, and so forth, is also 
often empiric. Almost every obese patient receives 
thyroid at one time or another; very rarely is it 
of any help (unless “accompanied by a diet”). 
It is unfortunate that some obese patients are giv- 
en prescriptions for excessive amounts of thyroid ; 
one such patient was taking 32 grains (2.1 gm.) 
a day. She was reducing all right, and so were 
her chances for life. Thyroid is also very gen- 
erously prescribed for “glandular imbalance,” 
Mongolian idiocy, too much or too little hair, 
too thick or too thin fingernails and a host of 
other poorly defined conditions. 


Parathyroid Hormone 


I have never prescribed a single injection of 
parathyroid hormone for the treatment of acute 
or chronic parathyroid insufficiency. It is a very 
valuable hormone for research studies, but pa- 
tients can be treated easily and inexpensively by 


33 


ENDOCRINE THERAPY—RYNEARSON 


the administration of calcium by mouth with 
vitamin D for absorption. The calcium, whether 
as lactate or as gluconate, should be dissolved in 
very hot water; unless a clear solution is ad- 
ministered it is very poorly absorbed. I am not 
prepared to say that there is no absorption from 
all the calcium powders and tablets which are 
administered, but I can say that I have never 
seen these help any patient who had true hypo- 
parathyroidism. The amount of calcium required 
to control a patient’s symptoms and elevate the 
serum calcium to normal varies in each case. 
Some patients require only 2 or 3 teaspoonfuls 
(8 or 12 gms.) of the powder daily; others, in 
cases of acute insufficiency, may require 16 or 
20 teaspoonfuls (64 or 80 gms.). Vitamin D may 
be given as cod liver oil or one of the many 
preparations in concentrated forms. Calciferol 
and dihydrotachysterol (A.T. 10) are often of 
great value. One cubic centimeter of A.T. 10 


taken daily by mouth every day or every other 
day will control the hypoparathyroidism of many 
patients. Parathyroid hormone can be used for 
such patients, but in addition to the expense there 
is always the risk of overtreatment, which pro- 
duces the clinical picture of hyperparathyroidism. 


Adrenal Cortex 


Adrenal cortical extract is prepared by several 
firms. Its primary use is in the treatment of Ad- 
dison’s disease. The only synthetic fraction avail- 
able for use is desoxycorticosterone acetate. 
Neither one satisfies most physicians. The extract 
is often too weak, and if sufficient amounts are 
given the cost is often prohibitive. The synthetic 
fraction is often unsatisfactory because its effect 
is incomplete, causing only a retention of salt and 
water. What we physicians hope for is either a 
more potent, less expensive, whole adrenal cortical 
extract or other synthetic fractions which will 
help with the other deficiencies present in Ad- 
dison’s disease, such as hypoglycemia. The syn- 
thetic fraction is usually prepared in oil and ad- 
ministered hypodermically. It can also be im- 
planted as pellets. Preparations for oral or sub- 
lingual use are more wasteful than preparations 
for parenteral use. Some oral preparations, such 
as cortalex tablets, are too weak to be of any 
value in the treatment of Addison’s disease ; they 
are usually prescribed for “hypo-adrenia,” what- 
ever that might be. 


34 


Adrenal Medulla 


Physicians are well acquainted with the indica 
tions and uses of epinephrine. Its vasoconstrictive 
effect has made it valuable in certain cardiovascu 
lar conditions, in asthma, in shock, and so forth. 


Pancreas 


Space does not permit a discussion of the 
various types of insulin and their use. 


Estrogenic Substances 


In the booklet mentioned at the beginning of 
this article, more than two pages are required 
simply for the listing of the commercial forms 
of estrogens. The booklet lists both the naturally 
occurring estrogens and all the varied synthetic 
fractions. It states: 

Estrogens may be administered by injection, by in- 
unction with a suitable base, or by mouth. Estrone and 
estradiol lose considerable activity when taken orally. 
When estrone is administered in the form of its sul- 
fate, it appears to retain a greater amount of its potency. 
Several estrogenic compounds have been prepared 
which lose relatively little potency when administered 
orally. ; 

Besides crystalline estrogens, preparations of highly 
purified but noncrystalline estrogens are available. These 
are usually extracted from the urine of pregnant women 
or pregnant mares; the estrogenic activity of such ex- 
tracts is due almost entirely to estrone. The Council 
has coined the term Solution of Estrogens for such prep- 
arations. 

There has been an enormous amount of clinical re- 
search with estrogenic substances. Claims for thera- 
peutic results have been often exaggerated and confus- 
ing. Definite and consistently reliable results have been 
obtained in only a relatively small number of conditions. 
These include treaiment of the symptoms of the meno- 
pause syndrome, natural or artificial, senile vaginitis, 
kraurosis vulvae, pruritus vulvae, gonorrheal vaginitis 
of children, hypogenitalism in the female, relief of en- 
gorgement of the breasts, interruption of excessive flow- 
ing in “functional bleeding,” palliation of local discom- 
forts from prostatic carcinoma and its metastases. All 
other indications should be considered unscientific or in 
the experimental stage of therapy. 

Estrogens are carcinogenic when administered experi- 
mentally to animals which have an inherited sensitivity 
to the development of mammary carcinoma. Many clini- 
cians believe that estrogens are therefore contraindicated 
in the treatment of women who have a familial or per- 
sonal history of mammary or genital malignancy. 


Progestins 


The hormone of the corpus luteum is most im- 
portant in normal female physiologic processes. 
It is essential for the inception of pregnancy and 
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for its successful completion. My experience in 
female endocrinology is limited, and again I refer 
to this booklet : , 


Commercial preparations of progesterone are either 
extracts of animal ovaries, or the pure compound pre- 
pared synthetically. At one time, there was considerable 
enthusiasm over the therapeutic use of such prepara- 
tions in dysmenorrhea, menorrhagia and habitual abor- 
tion, but the volume of satisfactory evidence is too small 
to warrant dependence on progesterone for treatment of 
these conditions. 


Androgens 

Castration in the male produces the clinical 
picture recognized since the days of antiquity. 
For all these years, physicians have attempted to 
treat male gonadal deficiency in a variety of ways, 
including the widely publicized transplantation of 
“goat glands.” In more recent years there have 
been available testosterone propionate (in oil, 
ointment or pellets) and methyl testosterone for 
oral or sublingual use or for administration in an 
ointment. These substances constitute adequate 
replacement therapy for those patients whose 
symptoms are caused by a lack of this hormone. 
Androgens also have other effects, such as a 
marked nitrogen-sparing effect, and encouraging 
reports have been published of their use in cases 
of inoperable carcinoma of the breast. There are 
conflicting opinions regarding their use in cases 
of gynecologic disorders and angina, pectoris. 

Without any facts to support the statement, 
I feel safe in saying that the largest amount of 
androgens is prescribed for nonspecific conditions. 
I refer particularly to such conditions as impo- 
tence and “male climacteric.” Undoubtedly there 
are cases in which both conditions are' real and 
respond to treatment. Again without facts to 
support me, I state my conviction that most men 
who are impotent are suffering from a psychic 
disturbance and that most men diagnosed as hav- 
ing “the male climacteric” are simply exhausted, 
frustrated, middle-aged men. Many of these men 
are helped by androgens, but in my opinion this 
is psychosomatic medicine in most instances. 
When controls were run, as they were at the 
University of Minnesota and at Johns Hopkins 
Hospital, for example, the men could not tell 
when they were getting the hormone and when 
they were receiving a placebo. 


Anterior Pituitary 
The anterior lobe of the pituitary is a most 
important gland. We are all familiar with pitui- 
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tary dwarfism and the deficiency secondary to a 
chromophobe adenoma. We are equally familiar 
with the syndromes produced by overfunction, 
such as gigantism, acromegaly and Cushing’s dis- 
ease. Weare all thrilled with the dramatic reports 
published by our friends in the laboratory where- 
in they recount their ability to isolate separate 
hormones or fractions which when injected into 
animals cause such startling changes. 

3ut we are equally aware of our disappoint- 
ment when we attempt to use commercially pre- 
pared anterior pituitary extracts in the treatment 
of patients. To my knowledge there has not been 
a single instance in which any patient suffering 
from postoperative pituitary insufficiency has 
been helped in any way by the injection of any 
anterior pituitary extract. This statement is al- 
most equally applicable to the use of growth hor- 
mone in the treatment of dwarfism. Prolactin 
has been advised for the treatment of severe 
menstrual bleeding, but in general it may be said 
that the results of the injection of anterior pitui- 
tary hormones have been. very disappointing. 
There is, of course, no evidence that any oral 
preparation is worth anything. 


Posterior Pituitary 

Surgeons and obstetricians have found im- 
portant uses for pitressin and pitocin. We physi- 
cians are interested in the use of pitressin in the 
treatment of diabetes insipidus. It can be admin- 
istered hypodermically in an aqueous solution 
or, for a prolonged effect, as pitressin tannate in 
oil. It can be administered in a jelly or on pledg- 
ets in the nose. The easiest, cheapest and usually 
most satisfactory method is to prescribe the pos- 
terior pituitary powder, which the patient intro- 
duces into the nose. The least wasteful method is 
to blow a small amount into the nose with an 
atomizer bulb and glass tube. Ordinarily a small 
amount of powder (easily measured on the tip 
of a small blade) insufflated in the morning and 
at night will control the symptoms. 


Gonadotropic Substances 


These are obtained (1) directly from the an- 
terior pituitary gland, (2) from the serum of 
pregnant mares and (3) from the urine or placen- 
ta of pregnant women. They differ somewhat 
physiologically. For example, chorionic gonado- 
tropin (2 and 3 in the preceding list) does not 
markedly stimulate the ovaries of monkeys or hu- 
man beings. It may cause degenerative changes. 
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Chorionic gonadotropin has had wide use in the 
treatment of gynecologic disorders related to a 
real or supposed ovarian disturbance, particularly 
various abnormalities of menstruation, and in an 
attempt to overcome female infertility. It has 
been used alone and in various combinations with 
other hormones, particularly with the estrogens 
and progestins, in an effort to simulate the nor- 
mal cyclic hormonal effects. 

In both male and female patients chorionic 
gonadotropin has been used to stimulate gonadal 
development and often to produce generalized 
growth. Its primary use in male patients has been 
in the treatment of cryptorchidism. Astounding 
successes were listed in early reports but it be- 
came obvious that many of these patients did not 
have - true cryptorchidism; with patience and 
warmth the testes would descend. There is now 
general agreement that this treatment will affect 
the descent of the testes of those boys whose 
testes will descend spontaneously when the de- 
layed maturity is complete. There is no objection 
to hastening maturity and descent ; many observ- 
ers feel that there are good reasons for hasten- 
ing them. These same observers feel that if de- 
scent does not occur after six to eight weeks of 
treatment, surgical intervention should follow, 
since the tissues are at that time most susceptible 
of repair. Other competent observers, however, 
are of the opinion that most of these testes will 
descend of their own accord and that the delayed 


descent is a manifestation only of delayed puber- 
ty. They recommend simply observation and pa- 
tience. If testes do not descend when puberty is 
complete, then surgeons are fairly well in agree- 
ment that an effort should be made to bring the 
testes down surgically if both are undescended 
and that if one is undescended, it should either 
be brought down or removed. This conviction is 
based on the fact that testes cannot function 
normally unless they are in the scrotum and there 
is a higher incidence of carcinoma in intra-abdo- 
minal than in intrascrotal testes, although the in- 
cidence of carcinoma in either is rare. 


Conclusions 


Endocrinology continues to be a most fascinat- 
ing study. Its reputation is enhanced by the bril- 
liant advances from the laboratory and their care- 
ful application in the treatment of patients. Those 
who indiscriminately inject hormones into patients 
who have poorly defined conditions, and then re- 
port good results with never a control, are hurt- 
ing rather than helping endocrinology. Physicians 
who regard these enthusiastic, unscientific papers 
with skepticism and criticism are labeled “nihi- 


lists.” They would prefer to be called “realists,” 
for they make an effort to determine what is real 
and to suspect that “10,000 patients suffering 
from crud; report of 100 per cent cures” may 
not represent a very scientific study. 





FELLOWSHIPS FOR PHYSICIANS AND ENGINEERS 


Announcement is made by Surgeon General Thomas 
Parran of the U. S. Public Health Service that appli- 
cations for Fellowships in postgraduate public health 
training for physicians and engineers for the school year 
beginning in the fall of 1947 will be received at any time 
prior to May 1, 1947. 

The Fellowships are made possible by a grant of 
$228,400 from the National Foundation for Infantile 
Paralysis through funds contributed to its March of 
Dimes. Fifty-three students were awarded Fellowships 
for the school year beginning in September, 1946. 

The Fellowships provide an academic year’s graduate 
training of approximately nine months in an accredited 
school of public health or an acceptable school of sani- 
tary engineering followed by three months of field train- 
ing, and are open to men and women, citizens of the 


United States, under forty-five years of age. Physi- 
cian applicants must have completed at least a year’s 
internship. 

The specific purpose of the Fellowships is to aid in 
the recruitment of trained health officers, directors of 
special services, and engineers to help fill hundreds of 
vacancies existing in State and local health departments 
throughout the country. The Fellowships are intended 
for newcomers to the public health field, and are not 
open to employees of State and local health depart- 
ments, for whom Federal grant-in-aid funds are al- 
ready available to the States. 

Applicants for Fellowships may secure further de- 
tails by writing to the Surgeon General, U. S. Public 
Health Service, 19th and Constitution Avenue, N. W., 
Washington 25, D. C., Attention Public Health Train- 
ing. 


MINNESOTA MEDICINE 


of n 
sion: 

A 
the 1 
State 
rolle 
tion 
wielc 
the 1 


Pres 
Associ: 


JANU 





COUNTRY MEDICINE—PAST, PRESENT AND FUTURE 


GEORGE E SHERWOOD, MLD. 
Kimball, Minnesota 


L has been customary for the presiding officer 
of the Northern Minnesota Medical Associa- 
tion to contribute to the annual program by giving 
a presidential address. I wish to state at this time 


that I feel wholly inadequate for the occasion, as : 


both my literary and oratorical ability are very 
limited. In fact, I feel a good deal like the man 
who, being of some prominence in his locality, 
had spent his summer vacation in making an ex- 
tended European tour, and upon his return, as he 
left the palatial liner at New York, was ap- 
proached by a representative of the Allantic 
Monthly and asked if he would not contribute 
something to the next issue of that noted maga- 
zine. His ariswer was very brief and much to the 
point.“ He said that it would be impossible, as he 
had suffered from mal de mer ever since he board- 
ed the ship and had been forced to contribute to 
the Atlantic daily. 


It was some poet or philosopher, I believe, who 
said that brevity is the soul of wit. So I will take 
his advice, undoubtedly much to your gratifica- 
tion, and my part of the program will be very 
brief. We have such an unusual array of talent 
at the toastmaster’s table that any remarks that 
I could make would be more or less superfluous 
and would add little to the eloquence of the occa- 
sion. ; 


First, I wish to thank the members of this ‘so- 
ciety for the honor of presiding over this organi- 
zation for the past year. It has been my pleasure 
to have been affiliated with the Northern Minne- 
sota Medical Association for a number of years 
and to have become quite well acquainted with a 
goodly share of its members. I assure you that its 
membership as a whole is composed of:a high type 
of medical men, both as to character and profes- 
sional attainments. 


A few months ago there was held in Saint Paul 
the ninety-third annual meeting of the Minnesota 


State Medical Association. As the years have 
rolled by, the membership of that fine organiza- 
tion has become so large that it is almost un- 
wieldy, and it has been found necessary to divide 
the meeting into different sections that meet si- 


President’s Address before the Northern Minnesota Medical 
Association, Crookston, Minnesota, August 24, 6. 
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‘tients. 


multaneously. Therefore, it is almost impossible 
for any ordinary member of the medical profes- 
sion to contact and become acquainted with more 
than a small portion of its membership. Hence 
such sectional organizations as the Northern 
Minnesota Medical Association have a proper 
place in the economy of organized medicine. Hav- 
ing a much smaller membership and attendance 
at its meetings, it affords a better opportunity for 
its members to become acquainted with each other, 
and it should receive the encouragement and sup- 
port of all medical men residing within its terri- 
tory. This is especially true at this time, when 
the bureaucrats are doing their utmost to destroy 
the private practice of medicine and to regiment 
the medical profession under the guise of social- 
ized medicine. If we do not stand together and 
put up a united front in opposition, they will very 
likely succeed. 

It is now more than fifty years since your 
speaker located in a country town to practice his 
profession. Since that time there have been great 
changes: in the conduct and administration of a 
country practice, as well as in the general practice 
of medicine and surgery, so that a physician who 
locates in the country today has little conception 
of the hardships and trials of a country doctor of 
half a century ago. Just as the airplane has de- 
stroyed the isolation of the world at large, so have 
the automobile, good roads, rural telephones and 
radio destroyed the isolation of country life. At 
the beginning of this century the roads as a rule 
were simply trails through the forests and over 
the prairies and for transportation we had to de- 
pend on horse-drawn vehicles. Hospitals were 
few and far between; consultation was difficult to 
procure, and laboratory diagnosis was hard to 
obtain, so that the country doctor of those days 
had of necessity to be more resourceful and self- 
sufficient and had to depend on his own observa- 
tions and experience in the treatment of his pa- 
I can assure you from actual experience 
that it was far from romantic to be called out on 
a winter’s night, during a raging snow storm in 
subzero weather, over roads covered with drifting 
snow, to minister to the ills of a rural patient 
often many miles away. Compared to that, the 
country doctor of today has a a very easy task. 
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When he receives a country call, he can step into 
his high-powered automobile and with very little 
discomfort speed over highways cleared of snow 
in the winter time to his patient’s bedside, and 
make the round trip in one quarter of the time 
and with none of the hazards and discomforts re- 
quired during the. horse and buggy days. Or he 
can drive to a well-equipped modern hospital not 
many miles away, and arrive there as rapidly as 
some of the city surgeons, whose homes are in the 
fashionable suburbs, can reach the hospital with 
which they are affiliated. 

Not only have there been great changes in the 
administration of a country practice since the 
dawn of the century, but there have also been 
great changes in the character of the human af- 
flictions that the country physicians are called to 
treat. Some of the diseases that were common 
at that time are now very rare. Epidemics of 
small pox, diphtheria and typhoid fever were 
usually an annual event, and often took a great 
toll of humanity. Pulmonary tuberculosis was 
not considered contagious at that time, but was 
thought to be hereditary; and due to the poor 
housing conditions under which the early settlers 
had to live, frequently decimated entire families. 
Tuberculous disease of the bones and lymphatic 
glands, due to the bovine germ and transmitted to 
humans through infected milk, was very preva- 
lent. Now, through the pasteurization of milk and 
the tuberculin testing of cattle that type of tuber- 
culosis has been almost entirely obliterated. Thus 
through the progress of medical science and the 
discovery and use of vaccines and antitoxins to 
prevent and treat disease, many of the maladies of 
former days are almost non-existent. 

In spite of the elimination of the hazard, hard- 
ships and inconveniences of country practice, the 
average graduate in medicine today does not 
choose to locate in the country, but usually pre- 
fers to establish himself in the larger and more 
populous centers where the profession is often 
overcrowded but hospital and facilities are near 
at hand. This migration to the cities has resulted 
in a real scarcity of physicians in the villages and 
rural communities. In fact, there are counties in 
some states without a single resident phvsician. 
Dr. Simons, our esteemed president of the Minne- 
sota State Medical Association, in a recent issue 


of Minnesota MEDICINE, covered this situation 
very ably and very thoroughly. He stated that the 
lack of proper medical care in some parts of the 
country is not due to an actual shortage of physi 
cians but to a lack of proper distribution of 
physicians. 

This tendency of medical graduates to establish 
themselves in the larger centers is not only evident 
in our country but in other lands as well. In our 
neighboring country south of the border this tend- 
ency has been evident for a number of years—so 
much so, in fact, that Mexico City with its popu- 
lation of about two million has a large oversupply 
of physicians, while many parts of the republic 
lack adequate medical care. The government of 
Mexico has recognized this deplorable condition 
and has attempted to ameliorate it by appropriate 
legislation. Every graduate of a medical school 
in Mexico is now required to locate for six 
months to a year in a locality needing a physician 
before he receives his diploma, and during this 
period of probationary practice, the government 
assists him financially. 

Another reason advanced by some as a factor 
in the cause of this mal-distribution of physicians 
in the country is the great increase of specializa- 
tion. It is claimed that a number of medical col- 
leges are devoting so much time to turning out 
specialists that the education of general practi- 
tioners is neglected. Years ago, when a doctor 
wished to become a specialist in medicine or sur- 
gery, he was advised to engage first in general 
practice for a few years so he could ascertain 
what line of practice he preferred and was best 
fitted for. Then, through personal experience he 
could better appreciate the problems and difficul- 
ties of a general practitioner. 

In conclusion, I wish to say that the inadequate 
distribution of medical care in this country of 
ours is one of the chief arguments advanced by 
advocates of state medicine. It, therefore, be- 
hooves organized medicine to use its very best ef- 
forts to meet this problem and to see that this mal- 
distribution of doctors is corrected, so that all 
parts of our country are provided with proper 
medical care. In that way the time-honored rela- 
tion between the doctor and his patient will be 
preserved, and the country doctor will not become 
a relic of the past and a forgotten man. 
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NEWER METHODS IN THE TREATMENT OF HYPERTHYROIDISM 


ARNOLD S. JACKSON, M.D. 
Madison, Wisconsin 


WHILE thyroidectomy has long been con- 

sidered a satisfactory method of treating 
adenomatous goiter, the surgical removal of the 
hyperplastic type has not afforded equally good 
results. Those interested in the study of goiter 
have long sought other means of overcoming hy- 
perthyroidism in exophthalmic goiter. In the 
early part of this century, various solutions in- 
cluding weak phenol and boiling water were in- 
jected into the goiter in an attempt to destroy it; 
quinine, urea, and x-ray therapy had their day; 
and then in 1922 when Plummer proposed the 
pre-operative use of Lugol’s solution, some advo- 
cated iodine as a curative measure, and unfortu- 
nately a few still continue to do so. Then George 
Crile suggested denervation of the adrenal glands, 
and others irradiation of the pituitary. In time 
all these methods were discarded, and thyroidec- 
tomy again returned to favor. 

Still, thyroidectomy, even when performed by 
the most experienced thyroid surgeons, occasion- 
ally proves to be disappointing. Probably the in- 
cidence of recurrence for all surgeons performing 
thyroidectomy has been at least 10 per cent. In 
some patients two or even three recurrences have 
developed. I performed a thyroidectomy upon one 
patient with exophalmic goiter upon whom three 
subtotal resections of the gland had been per- 
formed previously by skillful surgeons. 

As a consequence, because of these occasionally 
unsatisfactory results and because recurrences 
sometimes develop after many years of good 
health, the discovery of a real antithyroid drug 
was eagerly anticipated. Such a discovery seemed 
apparent when Astwood and others demonstrated 
in 1943.the effectiveness of thiouracil in treating 
hyperthyroidism. 

Three years have now elapsed since Astwood’s 
report, and thiouracil has been tried in many 
thousands of cases. At first the drug was re- 
leased only to institutions prepared to conduct 
careful clinical research studies on its effect in 
hyperthyroidism. Despite these careful investi- 
gations, thirty or more deaths as a result of 
agranulocytosis are known to have occurred. 


From the Frieda Meyers Nishan Foundation for the Study of 
Goiter of the Jackson Clinic, Madison, Wis. ; 

Read before the meeting of the Interurban Society of Duluth 
and Superior at Superior, Sept. 19, 1946. 
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Since the drug has been generally released, a cer- 
tain number of unpublished deaths have undoubt- 
edly occurred from its use. One of the most re- 
cent about which I have learned was a patient 
with neurocirculatory asthenia that had been in- 
correctly diagnosed as hyperplastic goiter. 

Despite its unfortunate toxic effects, thiouracil 
has proved a valuable adjunct to surgery in the 
treatment of certain types of toxic goiter. Three 
years’ experience. in a series of fifty cases has led 
me to the following conclusions regarding the 
advantages and dangers of this antithyroid agent. 

There are advantages in its use in the following 
types of cases: 


1. In advanced multiple toxic adenoma in 
which there is no response to iodine. 

2. In-toxic adenoma complicated by such con- 
ditions as myocarditis, fibrillation, hypertension, 
diabetes, and decompensation. 

3. In severe exophthalmic goiter, in the very 
young and in the aged and in the debilitated and 
decompensated. 

4. In exophthalmic goiter in which because of 
pregnancy, previous nerve injury, infections, or 
other diseases it may be desirable to delay opera- 
tion and yet not continue on iodine. 

5. In “iodine-fast” exophthalmic goiter. 

6. In recurrent or persistent hyperthyroidism. 


Thiouracil has supplemented but not supplanted 
thyroidectomy in the treatment of toxic goiter. 
Because it in no way tends to reduce or eradicate 
the nodular adenomatous goiter, it cannot replace 
operation. The toxicity may be reduced and even 
controlled, but the goiter may still continue to 
grow and cause pressure symptoms or even be- 
come malignant. The fact that I have seen five 
adenomatous goiters in recent months that have 
undergone malignant changes has made me more 
cognizant than ever of this possibility. The expe- 
rience of numerous other surgeons interested in 
this field indicates that malignancy of the thyroid 
is apparently on the increase. 

The experience of a large number of investiga- 
tors has been that, sooner or later, most of the 
patients with exophthalmic goiter who have been 
on treatment with thiouracil tend to have recur- 
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rences. My own experience is negligible since I 
have preferred to use the drug largely as a pre- 
operative measure in certain selected cases. Be- 
cause of the danger of the development of agran- 


Fig. 1. 


ulocytosis, because of the necessity of having pa- 
tients travel a considerable distance at weekly in- 
tervals to have a check of the white blood count, 
and because of the comparatively long period of 
treatment and observation required, thyroidec- 
tomy has remained the treatment of choice for 
most patients. One patient with a mild case of 
exophthalmic goiter is now well eight months 
after the drug was stopped. Three patients suf- 
fering from a recurrence likewise appear cured 
after a similar interval. Ten suffered a relapse 
after the drug was stopped. 

In such types of cases as have been previously 
mentioned, thiouracil has proved a most useful 
agent, and in my own experience it has occasioned 
no serious consequences. However, two mild skin 
reactions and one gastro-intestinal upset have oc- 
curred. Few reactions to the drug have occurred, 
I believe, because all patients have been schooled 
to watch for toxic manifestations and have been 
observed at short intervals and especially because 
the drug has not been used in large doses. Pa- 
tients are usually started on a dose of 0.1 gm. 
three times a day, and this amount is seldom 
doubled. As soon as indicated by the metabolic 
rate and clinical study, the dosage is reduced to a 
maintenance amount of 0.2 gm. daily. 
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Five months ago I discontinued the use of thi 
ouracil and began substituting a less toxic anti- 
thyroid agent, propylthiouracil. There is every 
indication that this new preparation will prove 


Recurrent exophthalmic goiter with nerve paralysis controlled and apparently cured by thiouracil. 


equally as effective as thiouracil in the treatment 
of hyperthyroidism and will be devoid of its dan- 
ger. All patients who were receiving thiouracil 
have now been changed over to this drug, and 
their clinical status and metabolic rates remain 
equally satisfactory. On the other hand, there is 
little indication that propylthiouracil will prove of 
any greater curative value. For example, two 
children, aged nine and thirteen, both of whom 
have exophthalmic goiter, have been receiving 
these drugs for a year and both continue to show 
signs of hyperthyroidism, although the disease is 
held in check. 

Propylthiouracil is still on a research basis, but 
there is every indication that it will shortly be re- 
leased and will largely supplant thiouracil. It is 
my belief that thiouracil should never have been 
released for general distribution, and I believe it 
should now be withdrawn in favor of its less 
dangerous successor. However, the same precau- 
tions must be observed in using propylthiouracil, 
and frequent observation and checking of the leu- 
kocyte count should be continued until greater 
data is accumulated. It is dispensed in 25 mg. 
tablets, and the average dose is one before meals 
and one at bedtime. Some investigators have 
been using up to 150 mg. or more a day with ‘no 
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unfavorable reactions. One case of clinical 
agranulocytosis without serious consequences has 
been recorded. This report was by Dr. Bartels 


of the Lahey Clinic and was presented at the 


Fig. 2. 


June meeting of the American Association for the 
Study of Goiter. This discussion concerned a 
study of 165 cases of hyperthyroidism treated by 
propylthiouracil. A study of eighty cases was 
reported by the Cleveland Clinic. The results 
achieved at these institutions and at the Jackson 
Clinic indicate that propylthiouracil will prove 
more effective than Lugol’s solution in the pre- 
operative preparation of patients having toxic 
adenomatous goiter. As with thiouracil, the poor 
risk patient may be so improved that a one-stage 
thyroidectomy may be performed with little dan- 
ger. There is no indication as yet that this drug 
will do other than this in exophthalmic goiter. It 
may effect a cure without surgery in mild and in- 
cipient cases and possibly in a small percentage 
of the remainder. 

Preliminary reports by Drs. Hertz and Chap- 
man of Boston on the use of radioactive iodine 
are interesting but inconclusive. In a small series 
of twenty-five cases of hyperthyroidism, satisfac- 
tory results were obtained in twenty, and in the 
remainder it was necessary to perform thyroidec- 
tomy to effect a cure. Reports by these brilliant 
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young investigators presented at the Chicago 
meeting of the goiter society aroused the keen 
interest of all the members. The possible effect 
of radioactive iodine on carcinoma of the thyroid 


A severe case of “‘iodine-fast” goiter responding well to thiouracil. 


was discussed, but little was brought out to justify 
the exaggerated reports that have appeared in the 
press and which did not receive the approval of 
the investigators. 

At the meeting of the goiter society, my brain 
became somewhat confused after two days of 
atomic bombing with isotopes, radioactive iodine 
and other new ideas in relation to goiter, but I 
finally gathered courage to present a nearly for- 
gotten subject, the treatment of hyperthyroidism 
by thyroidectomy. A study of 100 cases of ex- 
ophthalmic goiter operated upon twenty or more 
years ago was presented, and slides of several of 
these patients as they appeared in the early twen- 
ties and as they appear today were shown. Only 
one of these patients is suffering from the disease 
today, and in this case the symptoms are mild and 
under control. Ten of the patients are now over 
seventy-five years of age and are still in good 
health. 

Newer methods in the treatment of hyperthy- 
roidism are proving a valuable adjunct to the sur- 
geon in treating hyperthyroidism, but as yet noth- 

(Continued on Page 118) 
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INTERNAL DERANGEMENT OF THE KNEE 


MARK B. COVENTRY, M.D. 
Rochester, Minnesota 


HE TERM “internal derangement” has been 
employed since Heys first introduced it in 
1784 to include a large group of intra-articular 
conditions of joints. Infections of joints and dif- 
ferent types of arthritis per se are excluded from 
the group but most other lesions of the knee joint 
are included. The athlete who has a “trick knee” 
and the patient who says, “Doctor, my knee goes 
out of joint,” are suffering from internal derange- 
ment of the knee. The patient usually contributes 
information which reveals that rather sudden me- 
chanical locking, slipping or giving way of the 
joint occurred and that the subsequent reaction of 
the synovium was characterized by swelling. Aft- 
er a period, the condition usually becomes asymp- 
tomatic only to recur after subsequent trauma. A 
high percentage of patients who have internal de- 
rangement of the knee are young men because 
they are more likely to be subjected to trauma 
than are others. 
Approximately twenty-five separate conditions 
may. cause mechanical derangement of the knee. 
The two most common are tears in the semilunar 


cartilage and loose bodies in the knee. According ° 


to figures recently compiled by Henderson and 
Lipscomb,* 1,079 arthrotomies were performed in 
1,031 cases at the Mayo Clinic before 1944, for 
treatment of conditions arising from tears in the 
semilunar cartilage or from loose bodies. Six hun- 
dred fifty-nine tears were found, and in 420 cases 
derangement was due to the presence of a loose 
body. The correct diagnosis was made pre-oper- 
atively in 79 per cent of the cases. In this unse- 
lected group, patients of all ages were included. 

The diagnosis of internal derangement depends 
on the history, physical examination with special 
attention to the knee, roentgenographic exami- 
nation and, in some cases, surgical exploration. 
Most important among these is the history. From 
the history it can be decided whether conserv- 
ative or surgical treatment should be instituted. In 
taking the history, attention should be given to 
the type of attack—whether true locking has oc- 
curred, or whether simply a little catch or a giving 
way is responsible—to the number of attacks and 





From the Section on Orthopedic Surgery, Mayo Clinic, Roch- 
ester, Minnesota. 

Read at the annual meeting of the Northern Minnesota Med- 
ical Association, Crookston, Minnesota, August 24, 1946. 
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to whether these attacks are getting more or less 
frequent. The triad of symptoms usually associat 
ed with internal derangement is pain, catching o: 
locking, and swelling. According to Henderson 
and Lipscomb’s statistics, 70 per cent of all of 
these patients had this triad. However, one or 
more of the symptoms may be lacking and it is 
important that the patient not be dismissed simply 
because locking has not occurred. In cases of 
tears in the posterior part of the cartilage or dis- 
ruption of a ligament locking does not, as a rule, 
occur. 

For examination after the general evaluation, 
the patient’s lower extremities should be un- 
clothed. The patient should first be asked to walk, 
so the presence or absence of swelling, of atrophy 
of the quadriceps femoris and of limping, and the 
range of motion, can be observed. The patient sits 
down for the rest of the examination. It is easier 
for me if I sit at a right angle to the patient. The 
patient is asked to point with one finger to the 
location of most of the pain. Then the knee 
should be palpated for warmth or tenderness. 
Sometimes loose bodies or the semilunar cartilage 
itself can be felt. The range of motion is ob- 
served, and at the same time the examiner can 
determine whether crepitus is present by placing 
his hand on the knee. Lateral and anteroposterior 
stability is then determined. 

Following this roentgenograms should be taken 
and examined. The roentgenographic findings are 
of only negative significance in many cases. Tears 
in cartilage and injury to soft tissue will not be 
manifested in a routine roentgenogram. How- 
ever, calcified menisci, loose osteocartilaginous 
bodies, osteochondritis dissecans and fractures of 
the tibial spine can all be seen by roentgenogram. 
Besides the conventional anteroposterior and lat- 
eral views, two special views are of great help in 
the diagnosis and localization of lesions of the 
bones of the knee.? (1) The intercondylar notch 
view taken with the patient’s knee flexed reveals 
at times the presence of osteochondritis dissecans. 
Evidence of this condition cannot always be seen 
in other roentgenograms. This type of roentgeno- 
gram will also reveal loose bodies which may be 
caught in this region and injuries to the tibial 
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spines. (2) A vertical patellar view often will 
show evidence of osteochondritis and other ab- 
normalities of the patella and the femoral con- 
dyles. 


Diagnosis and Treatment of Specific 
Internal Derangements 


An outline somewhat similar to the one present- 
ed by Badgley’ follows. It is used for a brief de- 
scription of diagnosis and treatment of specific 
internal derangements. 


I. Semilunar carilage. 
(a) Tears. 
(b) Cysts. 
(c) Congenital abnormalities. 
(d) Calcified meniscus. 
(e) Hypermobility or recurrent dislocation. 
II. Lateral ligaments. 
(a) Rupture. 
(b) Cysts and adventitious bursae. 
III. Injury to cruciate ligaments. 
IV. Loose bodies. 
(a) Of synovial origin. 
(b) Of articular origin. 
(1) Osteochondritis dissecans. 
(2) Osteochondral fractures. 
V. Soft tissue. 
(a) Adhesions. 
(b) Hypertrophic infrapatellar fat pads. 
VI. Recurrent dislocation of the patella. 
VII. Fractures of the tibial spine. 


Semilunar cartilage—The tear of the cartilave 
may be in the anterior, medial or posterior third, 
or may be of the so-called bucket-handle type. In 
the bucket-handle type the most severe locking 
occurs, and reduction with the patient under anes- 
thesia sometimes is required for treatment. Diag- 
nosis is based on a history of injury, locking, 
swelling and pain, and on physical examination 
either at the time of injury or later. Tenderness 
is almost always present over the injured cartilage 
and sometimes a definite click can be felt on flex- 
ion and rotation of the tibia on the femur. Treat- 
ment consists of excision of the cartilage. In my 
opinion, the entire cartilage should’ be removed, 
preferably through two incisions. 

Cysts are probably congenital. They almost in- 
variably occur on the lateral meniscus, and the 
swelling can be seen cephalad and slightly anterior 
to the fibular head.. Catching and pain are often 
present and treatment is excision. 

The “discoid” ‘meniscus is the most common 
congenital abnormality. It usually involves the 
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lateral meniscus. Diagnosis is made chiefly by 
means of the history. Patients who have this 
congenital abnormality have had “snapping knee” 
since childhood and pain in the region of the lat- 
eral meniscus. It is treated by surgical excision 
of the meniscus. 

Calcified meniscus is found fairly commonly in 
older patients, and, as a rule, produces a few symp- 
toms. Only occasionally do swelling and catching 
occur. I have encountered one.case of true lock- 
ing. If locking does occur, the meniscus should be 
excised ; otherwise, conservative measures, inelud- 
ing diathermy, should be used. 

While hypermobility or dislocation without tear 
may be found, it exists less commonly than is gen- 
erally thought. Usually it can be demonstrated at 
the time of operation that the anterior third of 
the cartilage is hypermobile. If the condition 
which arises in cases of hypermobile cartilage is 
severe enough to cause locking and swelling, the 
cartilage should be excised. 


Lateral ligaments.—Either the tibial or the fib- 
ular collateral ligaments may become ruptured. 
The history of injury is always given. If the re- 
laxation is only mild, the best treatment is to 
build up the quadriceps muscle. If the entire liga- 
ment is definitely disrupted, the defect should be 
repaired surgically. 

Cysts and adventitious bursae occur with some 
frequency, and the diagnosis is often made only at 
the time of operation because the condition. which 
arises in these cases resembles that in cases of 
torn cartilage or cyst of the cartilage. If a cyst 
is present it should be removed. Roentgen therapy 
or diathermy and injection of procaine hydro- 
chloride should be used for treatment of adven- 
titious bursae, and surgical treatment should be 
carried out only as a last resort. 


Injury to cruciate ligaments.—Both the ante- 
rior and the posterior cruciate ligaments may be 
injured. Injuries of this type commonly occur in 
automobile accidents in which the patient’s knees 
are bumped against the dashboard. While surgi- 
cal procedures have been devised to repair the 
injuries, if the quadriceps femoris is strong and 
the collateral ligaments intact, tears in che ante- 
rior and posterior cruciate ligaments are not par- 
ticularly disabling. Treatment should -be directed 
toward restoration of strength in the. quadriceps 
muscle which is invariably weakened. 


43 










































en i ee 


ae 


Loose Bodies.——Cure in cases of osteochon- 
dromatosis in which loose bodies are derived from 
synovia, can be accomplished only by complete 
synovectomy. If but one or two loose bodies are 
present, however, these can often be removed and 
the patient will experience a good deal of per- 
manent relief. Loose bodies should be removed, 
for their presence tends to traumatize the articu- 
lar cartilage, and irreversible changes in the hya- 
line cartilage occur. 

Osteochondritis dissecans, in which loose bod- 
ies are derived from the articular cartilage, is 
found most frequently in young men. In its early 
stage it is diagnosed when pain and swelling oc- 
cur. Later when the dead fragment of cartilage 
and bone separates and becomes a loose body, 
locking frequently occurs. It is treated by remov- 
al of the loose body. The bed from which the 
loose body separates is usually curetted down to 
bleeding bone at the same time, although there is 
some reason to think that this may not be neces- 
sary. 

Osteochondral fractures may occur as the re- 
sult of a direct blow to the patella which trans- 
mits the blow to the femoral condyles, or of a 
direct blow to the femoral condyle itself. In cases 
of osteochondral fracture, patients must be ob- 
served carefully for evidence of necrosis of bone 
and cartilage. 

Traumatic and hypertrophic arthritis with de- 
tached osteophytes is encountered frequently in 
elderly patients and, when locking occurs, the 
best treatment is surgical excision of the loose 


bodies. 


Soft tissue—Adhesions may occur after an in- 
tra-articular fracture with hemarthrosis. They 
prevent full range of motion and the adhesions 
usually must be cut surgically as they often are 
extremely strong and cannot be broken by manip- 
ulation carried out with the patient under anes- 
thesia. 

Hypertrophic infrapatellar fat pads will be 
found occasionally. The pads become pinched 
between the femur and tibia and cause catching, 
pain and effusion. If the symptoms warrant, sur- 
gical removal of the fat pads should be carried 
out. 


Recurrent dislocation of the patella.—Diagno- 
sis of this condition is often missed because an 
inadequate history has been taken. The patient 
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should be questioned carefully as to whether he 
has seen his knee when it “goes out of joint.” 
Sometimes it is so painful the patient does not 
think about how the knee looks, but as most dis- 
locations of the patella are lateral and are ob- 
served easily even by the untrained eye, informa- 
tion concerning the episodes usually will help the 
physician make the diagnosis. In other cases, the 
physician sees the dislocation, for frequently it 
must be reduced with the patient under anes- 
thesia. Treatment should be carried out early to 
prevent the occurrence of secondary arthritic 
changes in the knee and is directed toward reat- 
taching the patellar tendon medially and distally. 
This treatment is satisfactory in most cases al- 
though occasionally fascial slings must be used 
in addition. In cases in which the lateral femoral 
condyle has flattened it must be raised by means 
of a wedge osteotomy. 


Fractures of tibial spine ——These occasionally 
occur because of either anterior or posterior 
strain. The tibial spines are avulsed because of 
the pull of the cruciate ligaments. For treatment 
a cast is applied and usually patients recover sat- 
isfactorily. Careful observation is necessary so 
non-union or avascular necrosis of the spines may 
be found when it occurs. 


Comment 


In conclusion I would like to emphasize three 
points : 


1. The main disability in all internal derange- 
ments of the knee is weakness of the quadriceps 
femoris and nothing in the way of a cure can be 
achieved unless the quadriceps is brought back to 
normal. This cannot be done simply by having 
the patient walk, but a systematic program of ex- 
ercises against weight must be carried out pre- 
operatively and postoperatively or, if surgical 
treatment is not undertaken, during the conva- 
lescence from the injury. 

2. In cases in which removal of semilunar car- 
tilage is necessary, the entire semilunar cartilage 
should be removed, not just the anterior two 
thirds. It has been my experience that catching 
and pain are produced occasionally by the poste- 
rior third of the cartilage when it is left. 


3. In any case in which it is necessary to per-: 


form arthotomy the patient should be assured 
(Continned on Page 83) 
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RECTAL IMPALEMENT 


Report of an Unusual Case 


C. T. EGINTON, M.D., MLS. (Surg.) 
Saint Paul, Minnesota 


W OUNDS of the rectum by impalement are of 

infrequent occurrence ; however, they are of 
interest because of the frequently bizarre acci- 
dents from which these injuries are sustained, the 
extensive damage often done to contiguous tis- 
sues, and the serious danger of peritoneal contam- 
ination. 

During the past few years there have been re- 
ports of an occasional case or small series of cases 
of traumatic perforations of the rectum, most of 
these being due to instrumentation, enemata or 
air pressure. Reports of injury by impalement 
have been quite rare. This particular trauma is 
apparently, primarily a haying hazard, most of 
the reported cases occurring in farmers who have 
fallen from hay stacks onto pitchforks, rakes, or 
other farming implements. However, miners, 
well-drillers, and, in fact, nearly all industrial 
workers are occasionally subject to this type of 
injury. 

I wish to report a case of rectal impalement un- 
usual in respect to etiology as well as involvement 
of adjacent structures. 


Case Report 


H.M., a twenty-year-old Thlingit Indian, male, was 
brought to the Whitehorse General Hospital, White- 
horse, Yukon Territory, Canada, at 11:30 p.m., December 
13, 1945, complaining of intense abdominal pain and 
bleeding from the rectum. At 2:30 p.m. that day, re- 
turning from his trap line near Teslin Lake, Y.T., he 
was standing on a toboggan type sleigh behind his dog 
team. As the descent to the lake down a steep bank 
commenced, the dogs got out of control and left the 
trail. When the patient noted that the sled was headed 
for a clump of bushes, he attempted to sit on the 
sleigh and control its course by dragging his feet in the 
snow. As the toboggan tipped to one side he was 
thrown clear and landed on a branch of wood about 
two feet long and about one inch in diameter. At the 
time of this accident the dog team was travelling at 
high speed, probably about twenty miles per hour. He 
was impaled on this piece of wood with very great 
force. The branch penetrated his rectum and the pa- 
tient thought it broke off as he heard a distinct snapping 
sound. He lost consciousness, however, immediately 
afterward. When he regained consciousness, the dog 
team was over half way across Lake Teslin, which 
would take between eight and ten minutes with the team 
travelling at twenty miles per hour. The patient ex- 
tracted the stick from his rectum and began to walk to 
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his camp, a distance of two miles. This walk was through 
deep snow and required great effort. He arrived at his 
camp about 4:30 p.m. arid remained there until 6 p.m. 
when the Royal Canadian Mounted Police car arrived 
and transported him to Whitehorse, a distance of 114 
miles. He was admitted to the Whitehorse General 
Hospital at 11:30 p.m., nine hours after the injury. 
There had occurred a moderate amount of bleeding 
from the rectum during this period. The pain in the 
rectum had intensified and had now become associated 
with severe abdominal pain, most marked in the supra- 
pubic area. Shortly after admission to the hospital, he 
passed about 200 cic. of bloody urine. There was no 
dysuria, and no gas was noted in the urine. 

Physical examination at the time of admission re- 
vealed a well-developed, well-nourished Thlingit Indian 
male, in acute distress, conscious and rational, lying 
in supine position. Blood pressure was 100/70, heart 
rate 84, oral temperature 103°F. The entire abdomen 
was rigid and tender, most markedly below the um- 
bilicus. There was no distention, but the abdomen was 
silent to auscultation. There was a ragged superficial 
abrasion in the anterior part of the anal skin extend- 
ing into the mucosa. Digital examination revealed a 
perforation in the a -rior wall of the rectum about 
9 or 10 cm. from the anus. There was a small amount 
of semi-solid fecal material in the rectal ampulla. 

Ten hours after the injury, the patient was taken ‘ 
the operating room. With the patient in the Sims pos. 
tion, a prociuscopic examination under spinal anesthes: 
showed a raggéd rent in the anterior rectum about 10 
cm. from the anal margin. It was about 4.5 cm. long 
and gaped about 2 cm. Through this could be seen a 
loop of small bowel surrounded by fecal material. The 
perforation extended through the rectovesical pouch of 
Douglas into the posterior wall of the bladder (Fig. 1). 
There was no leakage of urine apparent at this time 
and it could not be determined if the bladder mucosa 
was intact. Several large fecal masses were removed 
from the pouch of Douglas with sponge forceps and 
suction; the rectal perforation was closed with four 
interrupted No. 0 plain catgut sutures. The patient was 
then placed on his back. A left paramedian incision was 
made below the umbilicus, splitting the rectus muscle. 
Upon incising the peritoneum, a moderate amount of 
sanguineous stercoraceous material was encountered. 
As much as possible of this was removed by suction 
and sponging. The pelvis was explored and the peri- 
toneal tear was closed and anchored above the ecchymotic 
area on the posterior wall of the bladder. Perforation 
of the bladder was not demonstrable at this time, so 
no sutures were placed in the bladder. However, the 
damaged area was covered with peritoneum from the cul 
de sac. A loop of sigmoid colon was brought into the 
abdominal incision; the two pillars were sutured to- 
gether for a distance of 8 cm. and were anchored 
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laterally to avoid fenestration, and the abdomen was 
closed. 

On December 15, 1945, the colostomy was opened 
with the cautery. Borborygmi were audible on that day. 


RECTAL IMPALEMENT—EGINTON 


chromic No. 1 catgut. The mobilized rectum was pulled 
toward the anus as far as possible, the first, most su- 
perior suture, being carried into the anal sphincter to 
anchor the rectum in its anal position. The redundant 
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Fig. 1. Sagittal section shows path of impalement. 


The patient’s general condition improved rapidly; how- 
ever there occurred frequent watery stools with a 
uriniferous odor through the rectum and colostomy. 


Cystoscopy was performed on December 27, 1945, 
when it was deemed that the patient’s general condi- 
tion warranted such a procedure. No obstruction to the 
insertion of the cystoscope was encountered. The bladder 
was filled with cloudy urine containing flecks of mu- 
copurulent material. The mucosa over the entire pos- 
terior wall and trigone was uniformly reddened and 
edematous. The ureteral orifices appeared normal. 
There was a large ragged perforation, 2 by 1 cm., 
triangular in shape, in the retroureteral pouch, about 2 
cm. above the trigone ridge. The edges of this tear 
appeared necrotic. Fluid could be seen to run directly 
into the rectum and cloudy fluid return. It was pos- 
sible, while clear fluid was running into the bladder, to 
visualize the lumen of the rectum through the fistula 
(Fig. 2). 

On January 4, 1946, the patient was again taken to the 
operating. room where spinal anesthesia was induced. 
He was placed in an exaggerated lithotomy position, 
and a transverse, curved incision was made 2 cm. 
anterior to the anus. This was carried down through 
the perineal’ body, and the rectourethralis muscle was 
transected. Denonvilliers’ fascia was: dissecied, exposing 
the fistula above the prostate. The rectum was mobilized 
well above this area. The fistula was then excised and 
the edges of the bladder defect freshened with the scalpel, 
and the muscular layer of the bladder was united with 
chromic No. 00 catgut continuous suture, avoiding the 
mucosa. Denonvilliers’ fascia was approxirnated over 
the bladder suture line with another row of interrupted 
sutures. The levator ani leaves were pulled together in 
front of the rectum with three interrupted sutures of 
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Fig. 2. Posterior wall of bladder. 


rectal mucosa was excised and the remaining defect 
closed with a continugus suture of No. 00 chromic 
catgut. The perineal muscles were reunited with plain 
No. 0 catgut interrupted sutures and the skin was closed 
with subcuticular plain No. 0 catgut. An urethral cathe- 
ter was left inlying. 


No leakage occurred at the site of repair, the wound 
healed primarily, and the patient recovered without in- 
cident from this operation. On January 19, 1946, a 
clamp was applied to the colostomy spur. On January 
26, 1946, the inlying catheter was removed and the pa- 
tient began voiding spontaneously four to five times 
each day. The bladder apparently had normal capacity. 
The colostomy spur was completely obliterated by Jan- 
uary 28, 1946. Urinalysis on February 4, 1946, was 
negative. On February 5, 1946, cystoscopy was again 
performed. There was no ¢ystitis; the urine was clear. 
At the site of the previous fistula, there was only a 
dimple in the mucosa, completely healed. Four hun- 
dred c.c. of 12 per cent sodium iodide solution were 
instilled into the bladder and a cystogram taken. This 
showed no leakage into the rectum. The bladder out- 
line was normal except for a very slight denting ‘at the 
site of the former fistula. Digital examination of the 
rectum showed firm non-tender scar tissue. On March 
8, 1946, the patient was returned to the operating room. 
Under intravenous sodium pentothal anesthesia, the 
colostomy was closed extraperitoneally. The peritoneum, 
however, was undermined and pulled over the suture 
line in such a manner that a sling for the sigmoid loop 
was formed. Thus it was possible to close the abdomen 
firmly: in layers, including the peritoneal folds. Recov- 
ery was uneventful, and the patient began having normal 
bowel movements in’ four days. 


(Continued on Page 61) 
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CHYLOTHORAX: PREGNANCY IN AN ARRESTED CASE 


GUS EDLUND, MLD. 
Saint Paul, Minnesota 


 Pieies tebeescines is an effusian of chyle in 

the pleural cavity due to lesions of the tho- 
racic duct or of its radicals. It is a relatively rare 
condition and often of obscure etiology. Thirty 
per cent of the cases are said to be due to trauma, 
18 per cent to cancer of the pleura, 15 per cent 
to occlusion of the left subclavian vein, 7 per cent 
to compression of the thoracic duct, 7 per cent to 
sclerosis of lymph vessels, 7 per cent to lymphan- 
giectasis, and 16 per cent to malignant lymphoma 
and blood parasites (probably filaria).> Mortality 
is high, being somewhat less than 50 per cent.* 
This is readily understood when the etiology is 
taken into consideration. According to Brescia,’ 
Bartolet first described this entity in 1633. Hoy- 
er? reported the eighty-fifth case in 1938, and in 
1944 Jahsman*® reported three cases, bringing the 
total number up to 105. 


Case Report 


The case I wish to report, the first pregnancy in 
an arrested case, is that of C.E.D., a white woman, aged 
thirty-one, first seen on January 18, 1943, when she com- 
plained of gastric distress, anorexia, menorrhagia and 
malaise. 

She had had lobar pneumonia in 1933 and said she 
had not felt well since. She also had an uncomplicated 
appendectomy in 1937. Physical examination at that time 
revealed a normal chest. There was some tenderness in 
the right mid-abdomen, and the uterus was fixed in the 
right pelvis. The hemoglobin was 70 per cent. No defi- 
nite diagnosis was made but she was put on a tonic 
regime and responded so well she was discharged Feb- 
ruary 9, 1943. 

On June 1, 1943, I was called to her home and found 
her confined to her bed with a history of having had a 
“cold” for a week or so. She looked very sick, and 
casual examination revealed lungs full of moist rales 
with the left chest half full of fluid. She was sent to 
Midway Hospital by ambulance and was admitted with 
a temperature of 101.8° which rapidly went up to 104°, 
and then quickly subsided under sulfathiazole. 

On admittance, urine showed 2 plus albumin, hemo- 
globin 58 per cent, Wassermann negative, RBC 4,240,000, 
WBC 10,600 with normal smear and differential count. 
X-ray of the chest showed considerable increased den- 
sity in the left base due to effusion, and the heart was 
displaced to the right. There was no evidence of lung 
or mediastinal infiltration. On June 3, 1943, a re-ray 
with horizontal and vertical left lateral views of the 
chest showed a freely shifting effusion. 





—— at the meeting of the — staff of Midway Hos- 
pital, Saint Paul, Minnesota, June 5, 1946. 
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On June 4, I aspirated 700 c.c. of milky fluid which 
was alkaline in reaction and had a specific gravity of 
1.014. Culture showed a few Gram-positive diplococci. 
Guinea pig inoculations were reported negative on July 
17.and July 30. Re-ray of the chest showed consider- 
ably less effusion in the left basal area than on the pre- 
vious study, with considerably less displacement of the 
heart to the right. A moderate degree of effusion still 
remained basally on the left. No definite lung infiltration 
was demonstrated. 

Fluid gradually re-formed in the left chest, and on 
June 12 respirations were again embarrassed and 800 
c.c. of milky fluid were aspirated. Re-ray showed no 
change except possibly a slight decrease in the fluid 
densities in the left base. 

Feeling that we were accomplishing nothing by aspira- 
tion and were only wasting previous body fluid, we pur; 
sued an expectant course, but had to aspirate her again 
on June 18 because of marked respiratory embarrass- 
ment. Fluid became less and less and finally was en- 
tirely absorbed as verified by x-ray examinations which 
revealed the heart normal in size and configuration, the 
lungs entirely normal with evidence of adhesive pleurisy 
in both costo-phrenic angles. 

On June 20, 1945, two years after the last aspiration, 
she returned to my office feeling fine but thought she 
might be pregnant, her last menstrual period having been 
on May 5, 1945. Examination at this time revealed a 
normal chest and abdomen, blood pressure 130/80, hemo- 
globin 84 per cent, urine 2 plus albumin, and a positive 
Friedmann test. The question then arose as to what ad- 
vice to give her. She was very anxious to have a baby 
and her husband felt the same way. A search of the 
literature revealed no record of pregnancy following 
chylothorax. I finally decided to adopt expectant treat- 
ment, feeling that if we could bring the fetus to via- 
bility without too seriously endangering the mother we 
could do an elective cesarean section and avoid the 
strain of labor. 

Dr. McKelvey, head of the department of obstetrics at 
the University of Minnesota, became interested in the 
patient, and in October, 1945, I sent her to the University 
Hospital at his request for observation and study with 
particular reference to vital capacity studies. 

His report of October 20, 1945, was as follows: 
blood. pressure on admittance 156/98, on the following 
day 134/76 and on the day of discharge 138/90. A 
catheterized urine specimen showed 2 plus albumin and 
occasional white blood cells, and hemolytic streptococcus 
was cultured from it. Uric acid was 4.6 mg. Other 
chemistry reports were normal, The venous pressure 
was 11.5 cm. of saline. Circulation time was, arm to 
tongue, 15 seconds, arm to lung 5 seconds. An electro- 
cardiogram was normal. An accurately measured vital 
capacity was 2.88 liters. Chest x-ray showed an old ad- 
hesive pleurisy. The blood cholesterol was 390 mg. per 
cent. 


47 





CHLYOTHORAX—EDLUND 


Dr. McKelvey’s conclusions were: “The patient has 
a mild pregnancy toxemia. There is no evidence of 
active chylothorax at .present and no evidence of dis- 
turbance of pulmonary circulation or of the heart as a 
result of the previous episode. I have not been able to 
find any case report in the literature of a pregnancy as- 
sociation with chylothorax. However, in my opinion, 
there is no good reason to believe that there should be 
any change from the present state as a result of the 
pregnancy.” 

Her course from here on was uneventful except for 
varying rises and falls in blood pressure and varying 
amounts of albumin in the urine, until December 7, 1945, 
when her blood pressure was 150/90, albumin 4 plus, 
hemoglobin 70 per cent, and she did not feel very well. 
I ordered her home to bed. On December 14 she com- 
plained of severe epigastric pains and felt miserable. I 
had her admitted to Midway Hospital on that day and 
administered morphine for relief of pain. We were then 
in a position to weigh her every day and check her in- 
take and output, blood pressure, fetal heart tones, and 
urine, hoping to delay a cesarean section as long as 
‘possible, as she was still two months from term. Her 
blood pressure ran fairly constant, about 150/90, and 
urine specific gravity was 1.012 to 1.016, with a constant 
4 plus albumin and occasional white blood cells. Hemo- 
globin was 9.9 gm., Rh factor positive, urea nitrogen 26.5 
mg., and uric acid 7.5 mg. 

On December 18, Dr. Louis Freidman, who had been in- 
strumental in interesting Dr. McKelvey, saw her and his 
impression was that she was suffering from a toxemia 
of pregancy, pre-eclampsia and secondary anemia, and 
advised continuance of conservative treatment in an ef- 
fort to increase the viability of the fetus. 

On December 27, 1945 (due February 12, 1946), her 
condition not having improved, I did a classical cesarean 
section, incising the abdomen under novocaine infiltra- 
tion and the uterus urider sodium pentothal anesthesia. 
The placenta was found attached to the anterior uterine 
wall. A male child weighing 4 pounds 8 ounces was 
delivered, the placenta extracted, uterus closed, tubes 
ligated and abdomen closed without drainage. 


Before operation her blood pressure was 158/104, with 
fetal heart tones 136, urine 4 plus albumin, hemoglobin 
10.4 gm. The pre-operative diagnosis was pre-eclampsia 
with arteriosclerosis. Postoperatively she was given 500 
c.c, of whole blood, and this was repeated on January 3, 
1946. Her postoperative course was uneventful and she 
was discharged from the hospital on January 10 with a 
blood pressure of 146/84; urine was alkaline, amber 
colored, specific gravity 1.016, 4 plus albumin, 3 to 5 
R.B.C., 15 to 25 W.B.C.; hemoglobin was 12.4 gm.; 
temperature was 98.4°, pulse 88, and respirations 18: 


The baby, weighing 4 pounds 8 ounces at birth lost 3% 
ounces during the first three days and then gradually 
gained, until on discharge from the hospital January 31, 
he weighed 6 pounds 9 ounces. Six months following 
birth he was perfectly normal and steadily gaining in 
weight. The mother has been perfectly happpy, feels 


well, does all her own work but still has a blood pres- 
sure of 140/90, 4 plus albumin and 70 per cent 
hemoglobin. 


Summary 


1, In this case we were unable to establish an 
etiological factor for the chylothorax. 

2. The relative rarity of the condition is .em- 
phasized by the fact that this is the 106th case 
reported and the first of pregnancy in an arrested 
case. 

3. Diagnosis is dependent on aspiration of 
chylous fluid. 

4. In this case we achieved arrest of the chy- 
lothorax by rest and supportive measures and by 
discontinuing aspiration. Pregnancy was treated 
conservatively and by elective cesarean section. 

5. Evidently the pregnancy had no effect on 
the chylothorax nor the chylothorax on the preg- 
nancy in this case. 
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Dr. L. L. Fremman: This case is a most interesting 
one, and apparently very rare. A thorough search of the 
literature did not reveal a single case of pregnancy with 
chylothorax. 

No specific conclusions from an obstetrical standpoint 
can be drawn from this case. Certainly the pregnancy 
did not influence the chylothorax, and I don’t believe the 
chylothorax influenced the pregnancy, except from an 
increase in respiratory embarrassment during the last 
few weeks. Unfortunately, the patient developed a pre- 
eclampsia. She was put to bed and not only did not im- 
prove, but her diastolic blood pressure increased and 
urinary findings persisted on absolute bed rest. 

Dr. Edlund sectioned this patient at viability. Un- 
doubtedly without the toxemia she could have been al- 
lowed to deliver normally. 

The toxemia may be classified as an arteriosclerotic 
superimposed with pre-eclampsia. We have no direct 
evidence of this, except a persistent albuminuria prior 
to pregnancy and a resultant hypertension and albumi- 
nuria three months postpartum. 

This is a most interesting case, and so rare that it 
may be called an academic curiosity. I have urged Dr. 
Edlund to prepare the case report for publication, which 
he has so ably done. 
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OBSERVATIONS ON A MILD FORM OF EPILEPSY 


LT. C. M. JESSICO, MC, USNB, LT. COMDR. K. H. FINLEY, MC, USNR, and 
LT. COMDR. T. W. RICHARDS, HS, USNR 


his is a report of studies made in the U. S. 

Naval Hospital, San Leandro, California, on 
patients who were returned to the United States 
from the Pacific area because of a history in 
which convulsive seizures were described or sug- 
gested. Though a large proportion of naval and 
marine patients suspected of having epilepsy 
while overseas were sent to this particular hospi- 


tal, it was necessary to restrict the present report. 


to a relatively small number. 


For the most part, the studies made can be 
divided into four groups: (1) physical, neuro- 
logical, psychiatric and laboratory examinations 
plus observation on the ward; (2) the water-pi- 
tressin test (as introduced” by McQuarrie’®) ; 
(3) psychological examination, and (4) electro- 
encephalography. 

Obviously, an epileptic history and a record of 
a previous diagnosjs of epilepsy were important 
criteria in making the final diagnosis. However, 
we felt that without confirmation by means of 
at least one of these four methods of study, the 
final diagnosis of epilepsy should not be made. 

Of the four approaches to the patient men- 
tioned, the first—that of physical examination, et 
cetera—needs no further description. It might be 
well to discuss briefly each of the remaining pro- 
cedures. 


The water-pitressin test involves hydration with 
fluids by mouth, and antidiuresis by the use of pi- 
tressin parenterally. It has been shown that a 
convulsion can thus be induced frequently in an 
epileptic but not in a non-epileptic.* The mode of 
action is not understood but may be an alteration 
in intracellular and extracellular electrolytes 
since sodium chloride inhibits a convulsion.* The 
test, as standardized at this hospital, includes the 
oral intake of 500 c.c. of fluid every hour for 
eleven hours or a total of 6,000 c.c., and then 
every two hours for ten hours making an addi- 
tional 2,500 c.c. Pitressin, 0.5 c.c., is given par- 
enterally every two hours for a total of ten in- 
jections. If a grand mal seizure occurs at any 
time, the test is discontinued. 


Psychological examination consisted of the fol- 


Dr. Jessico is now associated with the Duluth Clinic, Depart- 


ment of Neuropsychiatry, Duluth, Minnesota. 
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lowing tests: Thematic Apperception Test, 


‘Rorschach, Minnesota Multiphasic Inventory, 


parts of the Bellevue-Wechsler Scale and the 
Cornell Selectee questionnaire. We were inter- 
ested in the personality pattern and in detecting 
signs of psychological deficit which might be as- 
sociated with deterioration. 

Electroencephalograms were obtained on all 
the patients and were classified as normal, border- 
line* or abnormal. A six-channel Grass electro- 
encephalograph was used. Eight electrode place- 
ments (four over each hemisphere: frontal, post- 
frontal, parietal and occipital) constituted the 
routine procedure used. The bipolar method of 
recording was employed. When the clinical his- 
tory or other laboratory findings indicated, ten 
to sixteen electrode placements were applied. A 
two to three minute period of hyperventilatior 
was employed in every instance, and a glass of 
fruit juice was given the patient one-half. hour 
before the test. 


This report covers seventy-three consecutive 
cases admitted to the neuro!ogy ward with a diag- 
nosis of epilepsy. Except fur the case of one 
man on whom the water-pitressin test was not 
made, each was subjected to the four methods of 
study described above. 


The final diagnoses established for the group 
of seventy-three patients were: 


Epilepsy 

Psychoneurosis, otherwise unclassified 
Hysteria 

Personality disorder 

Mental deficiency} 

Narcolepsy 

Migraine 

No disease 


Though not typical because of the great number 
of seizures, the manner in which the patients were 


*Borderline is used for the types of EEG patterns which can- 
not be readily grouped as either definitely normal or abnormal. 
These borderline tracings include, for the most part, the following 
types of patterns: (1) low amplitude records which show no 
definite frequency at the standard rate of amplification (i.e., 
50 microvolts when equivalent to a vertical deflection of the neédle 
a distance of one-half centimeter); (2) tracings which show oc- 
casional random, medium or high voltage, slow cycles through- 
out; (3) records with the more than average number of low 
amplitude (less than 25 microvolts) 18 to 30 per second cycles, 
and (4) tracings containing an abundance: of high voltage (over 
25 microvolts) 18 to 30 per second cycles, usually occuring in 
random distribution rather than in gorenyanyel bursts of rapid 
activity, which latter are included under the abnormal group. 

+If a patient had mental deficiency and epilepsy, the final 


diagnosis was epilepsy. 
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studied is exemplified by the following summary 
of a case: 


M. R., twenty years of age, was on active duty for 
one year and seven months before he was admitted to 
the sick list. He was overseas for one year and had 
combat experience. 

He was admitted to the hospital in May, 1945, with 
the complaint of “spells of blackout” two or three times 
a year since about thirteen years of age. In some spells, 
he bit his tongue. Usually he had a sufficiently long 
warning so that he could hide before he lost conscious- 
ness. In April, 1945, he had a spell in the presence of 
naval personnel and awoke to find himself in sick bay. 
In this hospital, he gave a further history of “blank” 
episodes of a few seconds’ duration once or twice a week 
since January, 1945, and intermittent left-sided head- 
aches during the past year. 

In the family history, it was learned that the mother 
was nervous and the father had trouble with his back. 
The patient had one sibling, a sister, who died of a 
mastoid complication at the age of twenty-three years. 
A maternal grandmother probably had epileptic seizures 
and later died of cancer of the breast. Two cousins had 
had_ convulsions. 

The patient gave a history of a normal birth and the 
usual childhood diseases, including scarlet fever. He con- 
sidered himself well except for the “spells.” He bit his 
nails until shortly before admission. His home environ- 
ment was unsatisfactory because his parents did not get 
along well together and there was a “funny atmosphere 
around home.” He was expelled from high school once 
and quit school at the age of seventeen years. He has 
not married. Before enlistment, he worked in garages 
and traveled with a carnival. He drank considerable 
liquor overseas. 

The physical and neurological examinations were es- 
sentially negative. Psychiatric examination revealed a 
restless, apprehensive, mildly depressed young man who 
worried over what people would think of him because of 
his spells. Psychological tests showed the man to have 
average mental capacity. The Rorschach revealed con- 
siderable anxiety and suggested a strongly traumatic 
background. The electroencephalogram was abnormal by 
virtue of the ease with which the pattern broke down to 
over-breathing and by a suggestive spike and wave con- 
tour of some of the slow cycles. Roentgenograms of the 
skull were negative. Routine laboratory examinations, 
which included a urinalysis, complete blood count and a 
blood Kahn, were negative. 

On June 2, the patient had a grand mal convulsion wit- 
nessed by a nurse. On June 13, a grand mal convulsion 
was induced by the water-pitressin test after four in- 
jections of pitressin. Dilantin sodium, 1 gm. twice daily, 
was prescribed. 


The age of the entire group ranged from seven- 
teen years to forty-two years. A history of sei- 
zures prior to enlistment was elicited in those with 
a final diagnosis of epilepsy in thirty-four cases 
(60 per cent), and of these, eight said they had 
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had only one attack. Of the twenty-three cases 
with a history of no seizures prior to enlistment, 
six had only one attack prior to admission to this 
hospital. Three of the established cases had only 
petit mal attacks, and the rest had grand mal sei- 
zures either alone or in combination with other 
forms. (It is not unlikely many petit mal cases 
have been unrecognized in the service.) The age 
of the first spell ranged from infancy to forty-two 
years. All but two had the first seizure before the 
age of thirty years. 

Fourteen of the entire group had had actual 
combat experience, and twelve of these had had 
an established diagnosis of epilepsy. Nine had 
combat experience before the first seizure but no 
relationship could be determined. No individual 
in this series had seizures which suggested very 
strongly a relationship to head trauma. One pa- 
tient had his first seizure one month after he was 
dazed by a blow to the head. Of the entire group, 
forty-three gave a history of head trauma of vary- 
ing severity, and of those with the final diagnosis 
of epilepsy, thirty-two gave such a history, so that 
a larger percentage of the established cases of epi- 
lepsy gave such a history than those of the entire 
group. A few inconclusive abnormal neurological 
signs in several patients were discounted because 
of lack of supporting evidence of an organic lesion. 
Pneumoencephalograms on three patients were 
normal. It was impossible to make a worthwhile 
estimate of the effect of alcohol on the epileptic 
seizures. However, three claimed they had sei- 
zures only after heavy drinking. Of the entire 
group, a history of what might be termed a se- 
vere illness was elicited in sixteen, which included 
two cases of dengue fevér. There appeared to be 
no relationship, except possibly for the two pa- 
tients who had dengue fever and had their first 
seizure within a year of that illness. A family 
history of fainting spells or epilepsy was elicited 
in 39 per cent of the entire group and in 
37 per cent of those with the final diagnosis of 
epilepsy. The figures were reversed slightly when 
only the terms epilepsy or convulsions had been 
used, and then 22 per cent of the entire group and 
23 per cent of the definite epileptics had a positive 
family history. 


In 40 per cent of those finally diagnosed as epi- 
leptic, a routine psychiatric examination had re- 
vealed evidence of mental deficiency or a person- 
ality disorder of sufficient degree to disqualify the 
individual for an early return to duty in the serv- 
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ice. Results of the psychological tests suggested 
that of this group of fifty-seven men, forty-two 
gave evidence of appreciable maladjustment. 
Eight patients showed signs of psychological defi- 
cit. Six were mentally deficient. In fourteen 
cases, trends in the direction of possible psychotic 
development were in evidence. It must be pointed 
out that these men had been under the stress of 
overseas duty during the war. A relationship be- 
tween the epileptic seizures and personality diffi- 
culties was not obvious, but a direct study of that 
problem was not made. 

Electroencephalograms on the group of estab- 
lished epileptics were definitely abnormal in only 
54 per cent of the cases. Another twenty-eight 
per cent were borderline. The following table 
gives the percentage of normal, borderline and 
abnormal records in this group of epileptics as 
compared with a larger group studied in civilian 
life.* 


Normal Borderline Abnormal 


Military Group: 
1. Admission didgnosis of 
Soe (73 patients)... 
2. Final diagnosis of epilepsy 18% 
(57 patients) 


30% 26% 
28% 


44% 
54% 


Civilian Group: 


1. Final diagnosis of epilepsy 15% 10% 


75% 
(626 patients) 


In the military group, the seventy-three indi- 
viduals admitted to the hospital with a question 
* of epilepsy had a lower percentage of abnormal 
EEGs than the fifty-seven where such a diagnosis 
was later established. However, the military 
group of established epileptics had a lower per- 
centage of abnormal EEGs than the civilian 
group, which implies that the convulsive states 
of the military group were of a milder character. 

There was nothing consistent in the character 
of the abnormal EEGs. Most of them contained 
slow cycles of varying frequencies and about one- 
fourth had organized rapid cycles (frequencies 
between 18 to 30 cycles per second) usually with 
slow activity. In only one of the seventy-three 
cases was a typical spike and wave pattern ob- 
tained. Yet, several of the patients Had petit mal 
attacks, although all but three had grand mal seiz- 
ures also. 

It is important to note that almost 50 per cent 
of the cases given a final diagnosis of epilepsy 
had normal or borderline EEGs. This demon- 
strates that a diagnosis of epilepsy is not ruled out 
by a normal EEG. Also a few questionable cases, 
in which the diagnosis of epilepsy was ruled out, 
had abnormal EEGs, confirming the fact that 
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an abnormal EEG is not in itself proof of epi- 
lepsy. Like most laboratory tests, the EEG 
should only be evaluated when considered in the 
light of other clinical and laboratory findings. 

Seventy-two out of the seventy-three cases had 
a water-pitressin test. The test was not completed 
in six cases. In thirteen, a grand mat convulsion 
was induced. Not excluding the incomplete tests, 
twenty-three per cent of the patients with the 
final diagnosis of epilepsy had a positive test. 
Twitching movements of the extremities occurred 
in four more. The diagnosis of epilepsy was made 
in three of these. In a previous group, which in- 
cluded forty-four cases with the final diagnosis 
of epilepsy, 55 per cent had positive tests. It may 
be assumed, therefore, that the potential for sei- 
zures is less in the present group than in the pre- 
vious group. In the present group, one patient 
had a seizure after the second injection of pitres- 
sin. All others had seizures only after at least 
four injections of pitressin were given. One pa- 
tient, an officer, had no seizure until eight hours 
after the tenth injection of pitressin. Two pa- 
tients had hysterical seizures and a third a prob- 
able hysterical reaction. 


Summary 


A final diagnosis of epilepsy was made in fifty- 
seven cases out of a total of seventy-three sus- 
pected of epilepsy. Of these, 60 per cent gave a 
history of seizures prior to enlistment. 

There was no apparent close relationship be- 
tween the onset of seizures and combat experi- 
ence, head trauma, or serious illness in this group, 
except for the possibility of two cases of dengue 
fever, following which seizures occurred. A defi- 
nite family history of convulsions was elicited in 
23 per cent of the patients with the final diagnosis 
of epilepsy. Evidence of a personality disorder or 
mental deficiency was found in 40 per cent of the 
established epileptics. Psychological tests gave 
evidence of appreciable maladjustment in forty- 
two cases of this group of fifty-seven epileptics. 
The significance of these findings was not deter- 
mined. The electroencephalogram was definitely 
abnormal in only 54 per cent of the cases in which 
the diagnosis of epilepsy was considered justified. 
A comparison of this military group of estab- 
lished epileptics with a civilian group revealed a 
lower percentage of abnormal electroencephalo- 
grams in the former, which implies that the con- 


(Continued on Page 61) 
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USES OF RADON OINTMENT 


RCBERT E. FRICKE, M.D., 
Rochester, Minnesota 


ree the inception of roentgen and radium 
therapy and their widespread and effective 
use in treatment of cancer, ulceration due to in- 
jury to the skin has presented a serious problem. 
The cutaneous damage may have resulted from 
the repeated treatments required to destroy a 
malignant lesion or from some individual idiosyn- 
cracy, as the tissues of some people will not 
tolerate an amount of irrad.ation harmless to most. 
In either case, the radiodermatitis may not ap- 
pear for some years after the exposures. It often 
appears as a telangiectasis which is permanent; 
subsequent trauma may produce a chronic ulcer. 
The ulceration diffe.s from most inflammatory 
ulcers in that the poor blood supply, due to 
sclerosis of the vessels, nullifies any tendency to 
heal spontaneously or following the administration 
of stimulating ointments. This damaged vascular- 
ization also discourages attempts to excise the 
ulcer and graft successfully. The indolent ulcer 


refuses to heal and eventually a malignant lesion 
is prone to develop. 

These indolent ulcers have presented a serious 
problem to radiologists and dermatologists for 
many years, and many ointments and medicinal 


preparations have had their vogue. However, 
these preparations fail to afford complete satis- 
faction. Preparations of the leaves of Aloe vera, 
ointments containing sulfonamide compounds, 
gramicidin ointments, aluminum subacetate wash- 
es, petrolatum irradiated with ultraviolet rays, and 
so forth, have shown some promise in the past 
but have not been absolutely satisfactory. 

The type of therapy discussed in this study 
is the use of alpha particles provided by radon 
absorbed in petrolatum or lanolin. Alpha particle 
treatment was described by Fabry** in 1925 and 
1926. He used thorium X in petrolatum with 
encouraging results. Since 1930, Uhlmann®’ has 
continued this form of treatment, employing ra- 
don in petrolatum or lanolin. 

The alpha particle is the nucleus of the helium 
atom with two positive charges and is emitted by 
radium in its disintegration to form radon, and 


From the Section on Therapeutic Radiology, Mayo Clinic, 
Rochester, Minnesota. 


Read at the annual meeting of the American Therapeutic 
Society, Atlantic City, New Jersey, May 11 and 12, 1946. 
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by radon in its decay to become the elements of 
lighter atomic weight known as the active deposit. 
The radiations producing the ulceration of the 
skin are beta rays, gamma rays and roentgen 
rays. The alpha particle is never used in cancer 
therapy. Its range is limited to a few centimeters 
in air and it is stopped by the thinnest glass wall 
or by a piece of paper. As all radium and radon 
used in cancer therapy are enclosed in metal, 
alpha particles are not utilized. 

Hence, while alpha particles are a component 
of the irradiations given off by radium and its 
decay products, they had no part in producing 
the injury but are a formerly unused portion of 
the irradiations. 


Preparation 


In cancer therapy, radium salt or radon is 
utilized. After radium bromide or chloride has 
been dissolved in water, the gas radon is collected 
and purified. Radon decays rapidly; its half- 
value is 3.85 days. Any clinic using a radon plant 
for cancer therapy can readily manufacture radon 
ointment. The gas is absorbed readily in petro- 
latum or lanolin; it is sixteen times as absorbable 
in petrolatum as in water at room temperature. 
Extremely weak preparations are used; in can- 
cer therapy 50 mg. of radium sulfate or 50 mil- 
licuries of radon are common units of treatment. 
Radon ointment is commonly used in _ the 
strength of 40 to_100 microcuries (0.04 to 0.1 
millicurie) .to the cubic centimeter or gram of 
petrolatum. Metal seeds containing radon are 
broken into a jar of petrolatum and the strength 
of the preparation is measured by its gamma 
radiation. 

The range of the alpha particle is only 0.1 
mm. in tissue but penetration of the petrolatum 
favors a deeper absorption. Experiments quoted 
by Low-Beer and Stone’ indicate that radon may 
be absorbed even through intact skin. 


Technique 


The treatment of the ulceration with radon 
ointment usually is patterned after that suggested 
by Uhlmann. Radon ointment is freshly prepared 
in the strength of 30 to 100 microcuries per cubic 


MINNESOTA MEDICINE 





USES OF RADON OINTMENT—FRICKE 


centimeter of petrolatum. It is spread over the 
surface of the ulcer in a layer 4 to 5 mm. thick 
and immediately covered with a piece of rubber, 
oilcloth or other material, sealed in place with 
overlapping strips of adhesive. This is done to 
retard the escape of radon from the petrolatum. 
The ointment is left in place for eight hours and 
then removed. The application is made once a 
week for eight or ten weeks with freshly prepared 
ointment each time. Usually, by the end of the 
third application healing becomes evident. If 
there is no evidence of healing, a malignant lesion 
is probably present and the radon ointment treat- 
ment may be discontinued. It is important to 
know that radon ointment therapy is valueless in 
the face of malignant change.’ 

Williams and I* previously reported the ex- 
perience with the first two patients treated at the 
Mayo Clinic with radon ointment; these were 
treated in 1943. These two cases provided the 
sternest test possible, as both chronic indolent 
ulcers had already undergone malignant change. 
Radium therapy was employed to control the 
cancer and radon ointment to stimulate healing 
of the ulcer. The first patient, a woman present- 
ing an ulcer in the right groin, which had not 
healed completely for twenty-four years, obtained 
palliation and partial healing over the next two 
years, but the malignant process could not be 
controlled entirely. The second patient, a man, 
had a huge perianal ulcer of seven years’ dura- 
tion following roentgen treatment for pruritus 
aniin 1925. Biopsy from several regions showed 
low grade carcinoma. The cancer was arrested 
by radium therapy and the huge ulcer healed 
completely with the application of radon ointment. 

Since 1943, several patients who had chronic 
ulcers have been treated. The ulcers treated had 
not undergone malignant change. Definite heal- 
ing appeared in six of ten of the ulcers treated ; 
of the four failures three appeared due to insuf- 
ficient treatment, the patients neglecting to return 
after only one or two applications. . 


Other Uses 


Besides chronic ulcers due to roentgen or 
radium irradiation, treatment with radon oint- 
ment has shown promise in two other conditions. 
Cavities and ulcers of the vaginal wall with foul 
necrotic slough, which appear in some people 
following radium therapy for carcinoma of the 
uterine cervix, seem to represent delayed heal- 
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ing. The tissues of these patients do not seem 
to react normally to radiation and do not heal_in 
the usual manner. 

These ulcers of the vaginal wall are as re- 
sistant to ordinary stimulating medications as 
roentgen ulcers of the skin. During the past two 
years, seven patients who had this condition were 
treated with radon ointment; four showed ex- 
cellent response. The three not apparently help- 
ed abandoned treatment after one or two appli- 
cations. 

Another use made of radon ointment in 1945 
was an attempt to stimulate epithelization follow- 
ing operation to construct a vagina in cases of 
congenital absence of that structure. Grafting 
of the newly formed vaginal cavity appeared has- 
tened and even the deeper tissues appeared more 
flexible and resilient after radon ointment therapy 
than when it was not used. The surgeon per- 
forming these operations was pleased with the 
results and referred all his patients, following this 
rare operation, for postoperative treatment. The 
radon ointment was spread over the plastic mold 
used to maintain patency of the newly formed 
vagina. Treatments were eight hours long and 
were given once a week for eight or ten weeks. 
Twelve patients were treated in 1945 with marked 
benefit to all. 


Conclusions 


Radon absorbed in petrolatum. or lanolin has 
so far shown promise in the treatment of chronic 
indolent uleers with poor blood supply, occurring 
usually many years after irradiation therapy. This 
type of ulcer has proved exceedingly refractory 
to other forms of treatment. In the future these 
ulcers may become more common, as irradiation 
is pushed to its limits in combating cancer. 

Radon ointment therapy is tedious, extending 
over several weeks’ time, and is not by any means 
successful in every case. Some patients are not 
helped. If malignant change has occurred, healing 
will not ensue. It is important to remember that 
radon ointment has no effect on malignant tissue. 
Additional suggested uses are treatment of ne- 
crotit ulcers of the vaginal wall, which occasion- 
ally follow irradiation therapy of cancer of the 
uterine cervix, and to stimulate growth of granula- 
tion tissue after the operation for construction 
of a vagina in patients who have had a congenital 
absence of that structure. 


(Continued on Page 59) 
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ACUTE ISOLATED MYOCARDITIS (FIEDLER’S MYOCARDITIS) 


A. J. HERTZOG, M.D., and W. D. HAYFORD, M.D. 


Minneapolis, Minnesota 


Dr. Hayrorp: This case (A-46-1626) is that of a 
thirty-one-year-old white woman who was admitted to 
the Minneapolis General Hospital on August 20, 1946. 
She was complaining of a feeling of tightness across 
the chest and of a very rapid heart beat. Her past 
health had been good. She had had scarlet fever at 
some time during her youth. She was the mother of 
four children. There was no history of hypertension. 
In May of 1946, she was confined to bed for one month 
because of swelling of both legs. She had less severe 
cardiac palpitation at this time. The details of this 
illness are not known. 

Physicial examination on admission to the hospital 
showed a pulse rate of 220 per minute and regular. 
The temperature was normal. The blood pressure was 
94/80. She was a small, poorly nourished white female 
in no acute distress. The point of maximal impulse of 
the heart was found in the fifth interspace about 8 
cm. to the left of the midsternal line. The tones were 
very forceful. There were no murmurs. The lungs were 
clear. The liver was not palpable. There was no evi- 
dence of congestive heart failure. The remaining ex- 
amination showed nothing of note. An electrocardio- 
gram showed a tachycardia with a rate of 220 and 
slurring of the ST segment in all three leads (Fig. 1). 
The tachycardia was thought to be supraventricular in 
origin. The Kline and Rytz tests were negative for 
syphilis. Blood chlorides were 638 mg. per cent. Urin- 
alysis ‘and leukocyte count were not completed, due to 
her short stay in the hospital. 

At 3:00 A.M. on August 21, she was given 4.0 c.c. 
of cedilanid intravenously to begin rapid digitilization. 
At 9:00 A.M., she stated that she felt somewhat better 
althought her heart rate was still as rapid as it had 
been upon admission. Carotid pressure or pressure on 
the eyeballs did not affect the heart rate. Forced vomit- 
ing by irritating the throat and forced-held inspiration 
also had no effect on the heart rate. She was given a 
second dose of 4.0 c.c. cedilanid. A second electrocar- 
diogram at 9:20 A.M. showed a ‘tachycardia over 200 
per minute and some ST depression. At 10:00 A.M., the 
patient suddenly stiffened in bed and developed a marked 
opisthotonus, She suddenly became -cyanotic. Respira- 
tions became very slow. Artificial respiration was in- 
stituted and oxygen was given. She failed to respond 
and died at 10:02 A.M., on August 21, 1946. 


From the Minneapolis General Hospital, A. J. Hertzog, M.D., 
pathologist. 
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Fig. 1. Electrocardiogram showing marked tachycardia. 


Dr. Donato H. Peterson: X-ray films of her chest 
do not contribute much. The heart appears normal in 
size with nothing unusual about the contours of the 
cardiac silhouette. The pulmonary markings are in- 
distinct because the patient moved somewhat at the time 
of exposure. 


Dr. Hertzoc: I think we should have a discussion of 
this case before we give the autopsy findings. Does 
any one wish to ask any questions or make a diagnosis? 
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INTERN: She was confined to hed in May of this year 
with a tachycardia and swelling of her legs. I would 
guess that she had acute rheumatic heart disease with an 
endocarditis and possibly a myocarditis. 


Dr. Hayrorp: The story that we were able to gather 
from her and her family made a very poor one for 
rheumatic fever in May. We were not impressed. 


StuDENT: How long can a severe tachycardia persist 
without resulting in heart failure? 


Dr. HERMAN KoscHNITzKE: In general, a tachycardia 
* 240 or more if continuous for five days or longer 
mes incompatible with life. Such a tachycardia re- 
.uces the blood flow through the coronary arteries by 
reducing the diastolic interval. Systolic contractions oc- 
cur so fast that the heart is not properly “filled with 
blood during diastole. This embarrasses the coronary 
circulation. Coronary sclerosis in older patients further 
reduces the margin of safety. 


} 


STUDENT: Why was she given digitalis instead of 
quinidine ? 


Dr. HAyrorp: Cedilanid was given because the tachy- 
cardia was first thought to be supraventricular in ori- 
gin. Further study of the electrocardiograms showed 
it to be ventricular in origin. Quinidine would then be 
the treatment of choice. 


StrupENT: Ts it possible to have a ventricular tachy- 
cardia as severe as this without the presence of or- 
ganic heart disease? 


Dr. Hertzoc: Occasionally, it may happen. However, 
we always think first of an anatomical basis for the 
tachycardia, particularly coronary sclerosis in older peo- 
ple. Dr. Sether will give the autopsy findings. 


Autopsy 

Dr. JULIAN SETHER: The body was that of a small 
poorly nourished female weighing approximately 105 
pounds. There was no peripheral edema or signs of 
congestive heart failure. The transverse cardiac diam- 
eter was 12 cm. as compared to a transverse thoracic 
diameter of 24 cm. The heart weighed only 270 grams. 
The epicardial surfaces were smooth. The left ven- 
tricular wall measured 1 cm. in thickness. The right 
ventricle appeared dilated and measured 0.4 cm. in 
thickness. The musculature of the heart was soft and 
flabby. The valves and chordae tendineae were normal. 
The circumferences of the valves were as follows: 
aortic 6 cm., pulmonic 6 cm., mitral 8 cm., and tri- 
cuspid 12 cm. There was no evidence of any endocar- 
ditis. The musculature of the left ventricular wall and 
interventricular septum contained irregular yellowish- 
grey patches measuring up to 3 cm. in size. They 
somewhat resembled areas of fatty metamorphosis. The 
right lung weighed 180 grams and the left, 160 grams. 
They appeared crepitant and were not edematous. The 
liver weighed 1,240 grams and appeared normal. The 
spleen, kidneys, gastrointestinal tract, and remaining 
organs appeared normal. 


January, 1947 


Dr. Hertzoc: We had to wait for the microscopic sec- 
tions of the heart muscle to he sure as to what we were 
dealing with in this case. I will show you on the screen 
a section of the myocardium. There is a very severe 
diffuse myocarditis. The myocardium. is infiltrated with 


Fig. 2. Photomicrograph of myocardium showing severe dif- 
fuse inflammation and degenerating muscle fibers. 


large numbers of mononuclear cells, eosinophiles, and 
clumps of neutrophiles. There is extensive degenera- 
tion of the muscle fibers. The large multinuclear giant 
cells you see represent degenerating muscle fibers (Fig. 
2). Nothing resembling Aschoff nodules is seen. Sec- 
tions of the valves showed no evidence of any en- 
docarditis. The epicardium appeared normal. The 
pathology is hence essentially a severe diffuse idiopathic 
myocarditis. A gram stain was negative for bacteria. 
Sections of the remaining organs showed nothing of 
note except slight patchy atelectasis of the lungs and pas- 
sive congestion of the liver. 

This case is then one of diffuse isolated acute myo- 
carditis. We use the term isolated to mean that it is 
confined to the myocardium and there is no evidence of 
any disease in other parts of the heart or body. This 
type of heart disease is well recognized as Fiedler’s 
myocarditis. It does not resemble a rheumatic myocar- 
ditis. However, I do not think we can completely elim- 
inate rheumatic fever as an etiological factor from the 
histology. The reported cases of myocarditis due to 
sulfa sensitivity that I am familiar with have never 
shown any muscle degeneration such as one sees in this 
case. Furthermore we have no history of any sulfa 
therapy. Dr. Hayford will give us a short review of 
the literature of myocarditis with special reference to 
Fiedler’s myocarditis. 


Discussion 


Dr. Hayrorp: The term, myocarditis, is one that has 
been badly abused. It should be limited to true inflam- 
mations of the myocardium. Many physicians in the 
past used the name loosely to describe myocardial ex- 
haustion and changes in the myocardium secondary to 
coronary disease. It is hence difficult to evaluate the 
older reports on the incidence. of myocarditis in autopsy 
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material. One, of the best reviews of the subject in 
recent years is that of Saphir? Saphir classifies myo- 
carditis as follows: fetal; specific, due to such diseases 
as rheumatic fever, tuberculosis, or syphilis, et cetera; 
myocarditis in infectious disease with or without endo- 
carditis; and isolated or Fiedler’s myocarditis. He 
found 240 cases of myocarditis in 5,626 autopsies. This 
is an incidence of*4.26 per cent. In this series, there 
were fifteen cases listed as isolated or Fiedler’s myocar- 
ditis. Dr. Clawson! found only one questionable case 
of the granulomatous type in his series of 6,283 hearts 
in the files ‘of the pathology department of the Uni- 
versity of Minnesota. Fiedler* in 1899 described the 
condition as follows: “There is an acute, rapidly occur- 
ring inflammation of the myocardium which most likely 
is due to micro-organisms. This same occurs, as a rule, 
in young people with or without fever. The pulse rate 
is markedly increased, and uncommonly decreased; the 
heart is dilated to the right and left; heart action is 
irregular; dyspnea, cyanosis, congestive phenomena in 
both greater and lesser circulation occur; and there is 
a tharked tendency to cardiac weakness. The disease is 
localized mainly. in the myocardium and causes there 
an interstitial myocarditis, the remaining organs being 
uninvolved or having only a secondary inflammation.” 
Isolated myocarditis is commonly a disease of young 
people, the most common age period of reported cases 
being twenty to fifty years of age. The onset is often 
sudden, accompanied by a chill. Dyspnea, precordial dis- 


tress, tachycardia, and weakness are common symptoms. 


Sudden. death occurs frequently. A review of the litera 
ture shows that two distinct histological types have 
been described. One is characterized by the presenc 
of granulomatous lesions and the other by a more dif 
fuse type of inflammation. A form of myocarditis du 
to sulfonamide therapy has become well known t 
pathologists in the last three or four years. Such 
cases have been reported by Weller and French® and 
Lederer and Rosenblatt. Most of these cases have been 
interstitial myocarditis with little or no muscle degenera 
tion. Cases very ‘similar to our case have been reported 
in the last few years by Coulter and Marcuse?; Mal 
lory?; Hansmann and Schenken5; and Covey.? The 
disease known as isolated myocarditis probably has a 
variety of undiscovered causes. 
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CONGENITAL URETHRAL VALVE 
A Report of Two Cases 


HAROLD H. JOFFE, M.D., W. E. HATCH, M.D., and ARTHUR H. WELLS, M.D. 
Duluth, Minnesota 


Dr. A. H. Wetts: We wish to present two cases of 
urinary obstruction due to congenital valves in the pro- 
static urethra. They illustrate some of the difficult 
diagnostic features of this lesion found in widely 
separated age groups. 


Dr. R. E. Nuttine: This three-and-a-half-month-old 
white male infant was admitted on September 13, 1946, 
weighing 13 pounds 10 ounces. He had been adopted 
by his present parents at the age of six days, at which 
time he was apparently normal and healthy. The mother 
complained that for the past three or four weeks the 
infant had been having noisy and heavy breathing. I 
found him in apparent good health on August 17, 1946. 
However, since that time she noticed that her child 
-had become rather pale. His diet was changed about 
one month prior because of some “digestive disturbance.” 
On September 12, 1946, the evening before admission, 
the child. vomited once and refused all food. The fol- 
lowing day we found a hemoglobin of 50 per cent as- 


From the Department of Pathology of St. 
Duluth, Minnesota, Arthur . Wells, 
cal assistance by Miss Faith uglier. 
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Luke’s Hospital, 
M.D., Pathologist. Cleri- 


sociated with rapid, heavy respirations, enlarged heart, 
possible palpable spleen, and an enlarged bladder. The 
infant was brought to the hospital for immediate trans- 
fusion. 

In the hospital, a preliminary examination revealed 
rapid and heavy breathing associated with expiratory 
rasping but no evidence of any respiratory obstruction. 
There was a mass in the left upper quadrant, thought to 
be an enlarged spleen. The heart rate was 150 per 
minute and regular. The hemoglobin was 9.5 grams 
with a red blood cell count of 3,700,000, a white blood 
cell count of 13,600 and a normal differential count. 

During the preliminary examination while in the 
oxygen tent, the child had a generalized convulsion as- 
sociated with involuntary passage of stool and urine. 
He expired approximately three hours after admission 
without the blood transfusion. 


Dr. A. H. Wetts: This fairly well developed and 
nourished 334-month-old white male infant was found to 
have a valve like fold of mucous membrane sweeping 
down from the verumontanum to the left and protruding 


into the prostatic urethra to a sufficient degree to almost 
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completely obstruct this passageway (Fig. 1). There 
was a similar fold passing down from the verumontanum 
and swinging over to the left lateral wall. However, 
this structure was small in comparison and apparently 
played very little part in the obstruction. The prostatic 


Fig. 1. Arrow points to curved shelf-like 

valve obstructing prostatic urethra. See dilated 

prostatic urethra, also dilated and trabeculated 

bladder. 
urethra above the valve on the left was severely dilated 
and cone shaped. The urethral orifice gaped widely. 
The urinary bladder had severely hypertrophied and 
thickened walls. It contained approximately 50 c.c. of 
clear amber-colored fluid, and its fundus extended half 
way up between the symphysis pubis and the umbilicus. 
Its mucosa! surface was rather severely trabeculated. 
The ureters were bilaterally severely dilated and tor- 
tuous. Both kidney pelvi had extreme dilatations, and 
there was severe atrophy of the parenchymal tissue of 
both kidneys. The kidneys weighed 30 and 32 grams 
respectively and measured approximately 3x3.5x6 cm. 
Their thin shell-like walls had no grossly normal ap- 
pearing kidney tissue. The blood urea nitrogen was 
214.4 mg. per cent and the creatinine 5.25 mg. per cent. 
Incidental findings were cardiac hypertrophy (60 
grams) due primarily to hypertrophy of the left ven- 
tricle and mild dilatation of all cardiac cavities. There 
were toxic changes of moderate grade in the myocar- 
dium, liver, and spleen. 


Final diagnosis—Congenital urethral valves (a) dila- 
tation of posterior urethra, (b) hypertrophy and dila- 
tation of bladder, (c) bilateral hydroureter (severe), 
(d) bilateral hydronephrosis (severe), (e) uremia (im- 
mediate cause of death), (f) cardiac hypertrophy and 
dilatation of cavities, (g) toxic changes in myocardium, 
liver, and spleen. 


Dr. W. E. Hatcu: I wish to present the case of a 
young white man of twenty-one years who gave a his- 
tory of persistent bed-wetting up until the age of six- 
teen, also the constant necessity of much straining with 


January, 1947 


micturition and the observation of a gradual reduction 
in the size of an already small stream of urine. He had 
had a dull low backache for several years and for the 
past year had noticed an accentuation of this pain in 
the right flank. He was extremely nervous and ap- 
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Fig. 2. Proximal urethra filled with opaque 
media revealing site of obstruction in posterior 
urethra, 


prehensive and had given up the idea of going to col- 
lege. The effort necessary for micturition was quite 
noticeable. He had a residual of 60 c.c. of cloudy urine 
with 30 to 40 pus cells per high-power field. The urine 
had a normal specific gravity. There were 5,500,000 
red blood cells, a hemoglobin of 17 grams, and 12,650 
white blood cells. ; 

The cystoscope was passed into the bladder only 
after overcoming considerable resistance in the poste- 
rior urethra, where much manipulation was necessary. 
Mild cystitis and early trabeculation was seen on the 
bladder mucosa. Many pus cells were found in speci- 
mens from both kidney pelvi. The pyelogram revealed 
a uniform moderate dilatation of the pelvis on the 
right side and a normal pelvis on the left. A urethro- 
gram (Fig. 2) revealed a constriction in the posterior 
urethra. A thorough inspection of the urethra using 
the urethroscope and the McCarthy fore oblique cysto- 
scope revealed congenital valves of the infra montanae 
type. There was only a mild congestion of the mucous 
membrane of the posterior urethra. 

The congenital valves of the urethra were severed 
using the McCarthy resectoscope with the cutting cur- 
rent. An indwelling catheter with irrigation for a few 
days was the only postoperative treatment used. 

The patient immediately: noticed marked improve- 
ment in his freedom of urination. Various types of 
cystoscopes were passed at different times. since the 
operation without meeting the former resistance and 
urethrograms failed to reveal the obstruction found in 
Figure 2. In six months he gained 26 pounds, his nerv- 
ousness subsided, ambition and energy increased and 
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he went to college. It is now almost ten years later 
and he has had no further difficulty with urination. 


Discussion 


Dr. H. H. Jorre: Counseller and Menville? reviewed 
eighty-four cases with congenital urethral valves and 
found that 75 per cent occurred before the age of ten 
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Fig. 3. Taken from Young and McKay.™ Three types of 
congenital urethral obstruction. 


and 52 per cent before the age of five. These figures 
closely parallel the age incidence of other reports.1%14,18 
The ratio of males to females is about 3:1.15 Stevens!4 
in 1936 found fourteen cases of obstruction of the fe- 
male urethra by diaphragms or valves. There were ap- 
proximately 130 cases reported in the literature up to 
1945.17 


Etiology 


The early anatomists regarded the congenital valves 
as dilated lacunae, aberrant folds of mucosa or ad- 
herent fibrin masses.1° At present there is no unanimity 
of opinion as to their formation. Many explanations of 
etiology have been advocated, none of. whith adequately 
explain all types of the valves. The following are some 
of the proposed theories: 


1. Simple enlargement of normal prostatic urethral 
folds.1+13 

2. Developmental anomaly of the Wolffian and Mul- 
lerian ducts.*»® 

. Anomalous attachment of the verumontanum to the 
roof of the posterior urethra.1° 13,16 

. Persistence of the fetal urogenital membrane.1+46.13 
. Remnant arising from the fusion of the entoderm 
with the ectoderm.?7 

According to Watson!® valves of the prostatic ure- 

thra may have their origin as early as the fourteenth 
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week of fetal life and occur at the time of marked 
epithelial activity. 

Davidsohn® reported a case of identical congenital 
valves in twins. The placenta and membranes were not 
properly examined, therefore the monozygotic or dizy- 
gotic nature of the twins were unknown. 


Classification 


The classification of Young’-3,4:17 is the most widely 
accepted (Fig. 3). Here congenital valves of the pos- 
terior urethra are divided into three types, with type I 
being the most common. 

Type I: A ridgelike fold extending distally from 
the verumontanum and dividing into two membranous 
sheets which are attached to the sides of the prostatic 
urethra (Fig. 3). 

Type II: A similar ridge and folds as in Type I 
extending proximally towards the internal sphincter 
where they are attached to the urethra (Fig. 3). 

Type III: A diaphragmatic fold, iris type, incomplete 
crescent or semicircular fold on either side of the 
urethra which may occur in any portion of the prostatic 
urethra. with a’ small central or eccentric aperture 
(Fig. 3). 

Pathological Anatomy 


The results of obstruction to the flow of urine are 
those incident to any urethral obstruction! and the de- 
gree of pathology is proportional to the amount of 
obstruction.17_ An original hypertrophy of the bladder 
musculature and trigone may in time fail to overcome 
the resistance of the valves with a resultant dilatation 
and residual urine. Dilatation of the posterior urethra 
proximal to the valves, bilateral hydroureter and hydone- 
phrosis usually follow with eventual death from uremia 
in untreated cases. The resultant urinary stasis pre- 
disposes to cystitis, ureteritis, pyelitis and pyelone- 
phritis. 


Symptoms 


According to Whipple!? over half of the 130 cases 
reported in the literature were not diagnosed during 
life, which emphasizes the fact that this entity is not 
as widely known as it should be. The symptoms are 
those produced by the local obstruction, secondary in- 
fection, and resultant uremia. The chief complaint is 
usually some disorder of urinatiori such as pain, reten- 
tion, incontinence, frequency, eneuresis, and dribbling. 
Difficulty in starting the stream and in voidipg are 
among the early manifestations and may date back to 
birth.2 Frequency even in the absence of infection is 
common in all except in the late stages because of the 
reduced elasticity and working capacity of the hyper- 
trophied bladder.1° Eneuresis may be the sole complaint 
and in a series of forty cases reviewed in the literature 
was reported in twenty-nine cases.6 All were between 
the ages of five and fifteen. The symptoms of ‘fretful- 
ness, loss of weight or failure to gain weight, protuber- 
ant abdomen, secondary to a distended bladder, chills, 
fever, and pyuria of secondary infection and evidence of 
renal damage are of paramount importance. With exten- 
sive damage to the kidney, signs of renal insufficiency are 
manifested by low renal function,’anemia, retention of 
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nitrogenous products in the blood, gastrointestinal dis- 
turbances, such as nausea, vomiting and anorexia, also 
neurological symptoms, and finally lethargy and 
coma.1+2,5,6,8,9,10,18,18 The fallacy that the bladder is 
always distended sufficiently to be seen or felt is shown 
in the series of Campbell!5 and Thompson.15 A history 
of continuous difficulty in urination since birth is highly 
suggestive of congenital valvular obstruction of the 
posterior urethra.1% 
Diagnosis 

Dr. W. E. Hatcu: The following conditions should 
be considezed in a differential diagnosis: vesical or ure- 
thral calculi, hypertrophied verumontanum, chronic 
pyelonephritis, congenital polycystic kidney, congenital 
strictures, new growths of the prostate or urethra, and 
cord bladder with paralysis and those associated with 
spina bifida. 

It is of importance to keep in mind that valves while 
obstructing the flow of urine may offer no resistance to 
the passage of a sound into the bladder because the 
valves fall back against the side of the prostatic urethra 
during the passage only to return to their original ob- 
structing position. 

The most valuable diagnostic procedure is that of 
cystoscopy and endoscopy with a carefully prepared 
lateral x-ray view of the urethra filled with opaque 
media. There should be a characteristic dilatation of 
the bladder neck and posterior prostatic urethra above 
a constricting point. An excretory urogram may well 
indicate the degree of kidney and urethral damage. Blad- 
der residual, urine cultures and blood chemical analyses 
help complete the study. Great care and a diminutive 
cystoscope are essential to the study of an infant bladder. 


Treatment 

Treatment is based on relief of urinary obstruction 
and the method of choice is tr.--rethral resec- 
tion.1+2s11,13,15,18 There are advocates of j}erineal ure- 
throtomy!! and suprapubic®»12 cystotomy a,proaches. 

Special care must be exercised in handling the tiny 
delicate structures in infants. A slow decompression ex- 
tending over two or more days is essential in the more 
severe cases at any age. A long period of urethral drain- 
age of the bladder and chemotherapy may be advisable 
before an attempt at destroying the obstructing lesion. In 
cases with severe renal impairment the prognosis is 
poor, especially if urinary tract infection is well estab- 
lished. 


Summary 

Two cases of congenital valves obstructing the ure- 
thra have been reported. The one in a three-and-a-half- 
month-old infant was recognized only after it had 
led to death through uremia. The second patient, a 
twenty-one-year-old man, had congenital prostatic ure- 
thral valves which proved the hasis of sixteen years of. 
bed-wetting. He also noticed increasing difficulty with 
urination, small urinary stream, low backache, pain in the 
right flank, and psychologic disturbances. He was 
completely cured following transurethral resection of 
the valves. 


A brief review of the literature concerning the etiology, 
classification, pathological anatomy, symptoms, diagnosis 
and treatment are included. 
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Uses of Radon Ointment 
: (Continued from Page 53) 


While the true value of radon ointment is not 
known and work with it is still experimental, suf- 
ficient promise has been shown to encourage con- 
tinuance of this form of therapy. 
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UNUSUALLY LARGE OVARIAN CYST IN AN ELDERLY WOMAN 


LYMAN B. CLAY, M.D. and VERNE S. CABOT, M_D., F.A.C.S. 
Minneapolis, Minnesota 


HE unusual size of the tumor, age of the patient, 
and the prolonged history are features which make 
this case of interest to the surgeon. 


The patient, a white woman, was first seen by us when 
she was sixty-eight years of age. Her complaints were 


Fig. 1. Abdominal distention with patient erect. 


vertigo, fainting, and indefinite gastric ‘distress. On 
physical examination she was found to have a moderate 
hypertention, and her abdomen was symmetrically dis- 
tended and flat to percussion. The uterus was pushed 
down deeply into the pelvis, and both vaginal vaults 
were shortened and tense to palpation. A diagnosis was 
made of a cystic tumor arising in the pelvis and extend- 
ing as high as the xiphoid process. The patient gave a 
history of having been examined fifteen years previously 
and told that she had an ovarian cyst about the size of 
a. grapefruit. Sirce that time her abdomen had steadily 
enlarged, although her extremities and face became pro- 
gtessively thinner. No treatment had been instituted. 
We advised hospitalization but this was refused. She 
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was, therefore, treated symptomatically at home. During 
the next three years the distention continued to increase 
and her symptoms became more severe. She developed a 
partial obstruction of the bowel, accompanied by pain, 
and finally consented to be hospitalized. 


Fig. 2. Abdominal distention with patient lying down. 


After a few days of preparatory treatment, the ab- 
domen was opened. under local anesthesia supplemented 
by nitrous oxide. A large cystic tumor was encountered 
filling the entire abdominal cavity from the pelvis to the 
diaphragm. The bowel was compressed and pushed into 
the lateral gutters. The tumor. was tense and thick 
walled. A trochar was inserted and a large quantity of 
clear straw-colored fluid evacuated. There were multiple 
locules, many of which had to be drained before delivery 
of the cyst from the abdomen could be accomplished. A 
large pedicle attached to the right broad ligament was 
easily ligated and amputated. Immediately after closure 
of the abdomen, a large turkish towel was folded and 
strapped tightly over the dressing to compress the ab- 
domen. The four extremities were wrapped with elastic 
bandages. Although she vomited some bloody fluid the 
first day, these measures proved successful in preventing 
a marked fall in blood pressure and the patient’s con- 
valescence was quite uneventful. She was discharged on 
the twenty-third hospital day. 


The cyst, when refilled with water, weighed 42 pounds 
but due to the many small locules could not be distended 
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to its full capacity. The pathological report was, “a 
multilocular cyst lined with a single layer of columnar 
epithelium. There is no evidence of gross or microscopic 
malignancy.” 


After two and a half months of freedom from symp- 
toms, the patient again became suddenly ill with fever 
and vomiting. At this time she showed a weight gain 
of thirty-five pounds since her discharge from the hos- 
pital Her symptoms subsided, but in a few days they 
recurred, accompanied by rapid abdominal distention, 
marked pyuria, and albuminuria. Gastrointestinal stud- 
ies were negative except for a small herniation of the 
stomach into the esophageal hiatus of the diaphragm. A 
paracentesis was performed and nine liters of amber 
fluid obtained. The centrifuged specimen showed meta- 
static carcinoma cells. 


One month later there was a return of the ascites, and 
we elected to do an exploratory laparotomy. A large 
amount of straw colored fluid was found, and the 
omentum and abdominal organs were studded with meta- 
static carcinomatous lesions. 


Following operation, the patient failed rapidly and ex- 
pired on the fpurth postoperative day. The post-mortem 
findings were: 


Metastatic carcinoma involving the serous surfaces 
of the abdominal organs and omentum. 

Coronary sclerosis grade 4. 

Pulmonary edema. 

Thrombosis of the abdominal aorta and vena cava. 
Fatty metamorphosis of the liver without carci- 
nomatous involvement. 

Cholelithiasis. 


It was the pathologist’s opinion that the primary lesion 
was probably small and passed unobserved in the original 
cyst, as none could be found at post-mortem examination. 





Observations on a Mild Form 
of Epilepsy 
(Continued from Page 51) 


vulsive states of the military group were of a milder 


character. Grand mal couvulsions were induced 


with the water-pitressin -test in 23 per cent of 
those with the final diagnosis of epilepsy. This is 
less than one-half the percentage of positive tests 
in a previous group which also suggests a less se- 
vere grade of epilepsy in the present group. 
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The 


Rectal Impalement 
(Continued from Page 46) 
Discussion ; 

The wisdom of closing the rectal tear in the 
primary operation might be questioned. This was 
done, however, to prevent extrusion of a loop 
of small gut; allowance was made for drainage 
into the rectum from the contaminated area. That 
this was adequate is evident from the prompt 
formation of a rectovesical fistula without ap- 


parent urinary diffusion into the perivesical tis- 
sues. ; 


The triple nature of this injury merits some 
comment regarding anatomical variation of the 
rectovesical pouch of Douglas. Obviously, only 
a rather deep one would make it possible for the 
impaling agent to penetrate in a straight line, the 
rectum, peritoneal cavity and bladder, and such 
was found to be the case at operation. 
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NOTES ON THE HISTORY OF MEDICINE IN FILLMORE COUNTY 
PRIOR TO 1900 


By NORA H. GUTHREY 
Mayo Clinic 
Rochester, Minnesota 


(Continued from December issue) 


Henry C. Grover, of Irish descent, was born to American parents on March 
26, 1830, on a farm in Union County, Indiana. His father, Josiah Grover, 
who successively was saddler, farmer and storekeeper, was a native of Ken- 
tucky; his mother was Sophia Everts Grover, daughter of Dr. Sylvanus 
Everts, of Indiana, originally of Vermont. Sophia Everts, as has been told, 
had six brothers, all of whom became physicians, so that it is not strange that 
of her six sons one should enter the medical profession. Of her sons, S. E. 
Grover and Daniel P. Grover made their homes in La Porte, Indiana; B. A. 
Grover lived in Missouri and S. K. Grover in Capolis, Washington. Oscar 
was killed in the Battle before Atlanta, Georgia, during the Civil War. 

Henry Grover received his elementary education in the schools near his 
father’s farm and he considered himself fortunate if he could attend classes 
three months in the year. At the age of sixteen, he left the farm to become 
the office boy of his grandfather, Dr. Sylvanus Everts; and predisposed as he 
was to study medicine, the months spent in a medical atmosphere fixed his 
determination to become a physician. In 1853 and 1854 he was a student at 
the Medical School of the University of Michigan; late in his course he trans- 
ferred to the Medical School of the University of Keokuk (Iowa), of which 
his uncle, Dr. Orpheus Everts, was a trustee, and there he received his de- 
gree in medicine on February 22, 1855. In this same period a second uncle, 
Thomas Haywood Everts, likewise a student of medicine at the University 
of Michigan, also transferred to Keokuk, as has been told, and was graduated 


in 1855. 


Dr. Grover’s first period of medical practice, in Lake County, in northern 
Indiana, was terminated by the Civil War. When hostilities were declared, 
he enlisted as a private in the Twentieth Regiment of Indiana Volunteer 
Infantry and was mustered in at Lafayette, Indiana, on July 22, 1861. Six 

- months later, on January 13, 1862, he was appointed assistant surgeon, and 
for the next three years he met the fortunes of war with his regiment, which 
not only helped to put down the Draft Riots of the week of July 13 to 16, 
1863, in New York City, but was in twenty-two engagements, some of the 
hardest fought of the campaigns, among them the battle of Chickahominy, 
Hampden Roads, the Seven Days’ Battle before Richmond, Chancellors- 
ville, Gettysburg, Spotsylvania Court House, Petersburg and Appomatox 
Court House. Dr. Grover was continually at the front, ministering to the 
sick and wounded, and alleviating suffering; the gratitude and blessings of 
those whom he helped remained always one of his treasured memories. The 
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kit of surgical instruments which he used in his military service he long 
afterward gave-to Dr. R. V. Williams, of Rushford, and Dr. Williams in 
turn, on September 16, 1941, when he was host to friends and colleagues in 
the Olmsted-Houston-Fillmore-Dodge County Medical Society at a farewell 
dinner on his retirement from practice, presented the kit to the Mayo Clinic; 
it has been preserved in the medical teaching museum of the Clinic and the 
Mayo Foundation with other matters of interest pertaining to medical and 
surgical practice. 

In 1864, on the expiration of his army service, Dr. Grover re-entered the 
Medical School of the University of Michigan for an additional year of study 
before returning to medical practice in Lake County. Early in 1869 he left 
Indiana for Minnesota, because of the excellent professional and financial 
opportunity that the community of Rushford, Fillmore County, afforded; his 
license to practice in the county was recorded on January 8 of that year. 
In Rushford he lived his long and useful life as a general practitioner, high 
in the esteem of his fellow citizens. For five years, from 1874 to 1880, 
he was in partnership with his uncle, Dr. Thomas H. Everts, who had settled 
in Rushford in 1866, an association which was broken only when Dr. Everts 
removed to Colorado to enter another profession. 


Dr. Grover’s personal worth and ability were recognized in appointments 
to various offices, civic and professional. He was mayor of Rushford and a 
member of the village council, each for three years. As a councilman he was 
instrumental in securing high license and in limiting the number of saloons 
in the village. Twice he was sent as representative of his district to the 
state legislature, between 1875 and 1877 and in 1879, and in his capacity 
as legislator he was a faithful worker for measures that would advance the 
effectiveness of medical practice. 


In his professional capacity he served as chairman of the local board of 
health, as county physician, and as county coroner, first from January 8, 
1873, to January 8, 1880, and in a later term from 1891 to 1892. It happened 
that during his first period of service as coroner, the discovery of the remains 
of two human bodies in a box which was anchored in a branch of the Brook 
Kedron, in Sumner Township, caused horrified excitement, and Dr. Grover 
of course was summoned. Fortunately, it proved that foul murder had not 
been done; the cadavers had been placed in the brook by an enthusiastic 
medical student to macerate that he might with a minimum of effort secure 
the skeletons for study. 


From the beginning an exponent of medical organization, Dr. Grover was 
one of the early members of the Fillmore County Medical Society and he 
was serving as its vice president in 1879 when the society suspended activity, 
the officers to hold over to a more prosperous era. He was a member of the 
Winona. County Medical Society also and when, in 1904, the Houston- 
Fillmore County Medical Society was formed, Dr. .Grover, then seventy- 
four years old, became an honorary member at the insistence of his younger 
colleagues that his name appear on the roster. The proposal for member- 
ship was presented by Dr. De Costa Rhines, to whom, as to many others of 
his juniors in the profession, Dr. Grover was a kind and wise friend. A 
devoted friendship held in common was that of Dr. Grover and his fellow 
townsmen, Dr. J. W. Magelssen and Dr. H. W. Eldred, the well-known 
surgeon-dentist ; these were a trio who by their loyalty to each other and 
by their humor and spontaneous wit delighted their friends and acquaintances. 
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In 1871 Dr. Grover became a member of the young Minnesota State Medi- 
cal Society, and thereafter for many years he was active in its work. He 
and Dr. Everts, among the few physicians in Fillmore County who responded 
to requests from the organization, contributed valuable notes and reports for 
its transactions and both men served on various of its committees. Dr. 
Grover was at different times a member of the executive committee and of 
the groups considering medical jurisprudence, obstetrics and necrology. On 
November 14, 1883, under the law passed that year to regulate medical prac- 
tice in the state, he received certificate No. 328 (R). 

Dr. Grover did not use tobacco, was an enemy of alcoholic beverages. 
Although he was stern and straightforward in dealing with serious problems, 
he rarely expressed anger; he was kind and humorous, was fond of good 
stories and a contributor of many. He was a Mason and a member and sup- 
porter of the Unitarian Church. His absolute dependability and his zeal in 
promoting any enterprise that was for the good of his fellow men come first 
to the minds of those who knew him best. 


Henry C. Grover was married to Sarah Jane Pratt, a school teacher who 
was born at Jamestown, New York. Dr. and Mrs. Grover had two children, 
Lucy, who died in childhood, and Fred H. Grover, a farmer, who by 1941 
had retired and was living in Rushford. Dr. Grover, at the time of his death, 
from carcinoma, on July 4, 1910, was making his home with his son. 


Thomas Edmund Hall, the son of Mr. and Mrs. Thomas Hall, among the 
earliest settlers of Fillmore County, was born at Preston in 1854 and spent 
all of his life, with the exception of the years when he was absent for study, 
within a hundred miles of his birthplace. Immediately after his graduation 
from Rush Medical College, in 1875, he began the practice of his profession 
in the village of Lanesboro. Although he remained only a short time then, 
he later spent many years there, and it is in that community that he has 
been remembered most clearly, perhaps especially for his keen interest in 
history and for his remarkable memory. One pioneer citizen of Lanesboro 
has been quoted as saying that Dr. Hall knew more about the Civil War 
than the men who fought in it; that he could read anything and recite it 
word for word the next minute. Another person, a veteran of the Civil War 
who had spent eighteen months in Libby Prison, was astonished to hear 
Dr. Hall, who had never seen the place, describe the exact spot where the 
veteran had been confined and the conditions that had existed in the prison. 


Dr. Hall is said to have practiced medicine in several counties and many 
different towns in southern Minnesota and, although the order and exact 
time are not certain, trace has been discovered of various changes of resi- 
dence. In 1875, in Fillmore County, he left Lanesboro for Preston and in the 
same year went from Preston to Brownsdale and Austin, both in Mower 
County. Shortly afterward he was for a time in Granada, Martin County, 
and not long after that was in Lake City, Wabasha County, and in Frontenac, 
Goodhue County. From 1878 into 1882 he was again in his native town of 
Preston and was co-operating actively with the Minnesota State Medical 
Society in obtaining data on the incidence and severity of diphtheria in Fill- 
more County. From Preston he moved in the summer of 1882 to Dresbach, 
Winona County; In the next period of three years, there were notes in the 
Preston newspapers about his activities and his practice and about visits to 
Preston by Dr. and Mrs. Hall and their little daughter. Then, in the sum- 
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mer of 1883 Mr. and Mrs. Thomas Hall, oldest citizens of Preston, moved per- 
manently to Wilmington, Delaware. In this same period, under the act of 
1883 to regulate medical practice. Dr. Hall received state certificate No. 781 
(R). 

Early in 1886 Dr. Hall settled once more in Lanesboro and through the 
nineties and into the new century he was listed in medical directories as 
practicing in that village. By 1909 he was in La Crescent, Houston County, 
and in the following year he crossed the Mississippi River to practice medicine 
and to make his home in La Crosse, Wisconsin. In La Crosse, on May 5, 
1912, he died at the age of fifty-eight years. In 1941 his widow, Mrs. Rubie 
T. Hall, continued to live in La Crosse. 


Florence John Halloran, born on October 3, 1859, at Chatfield, Minnesota, 
a village of both Fillmore and Olmsted Counties, was the son of Timothy 
Halloran and Catherine McGuire Halloran. 


Timothy Halloran was one of the notable pioneer settlers of the two 
counties. He was the son of an Irish civil engineer, Florence Halloran, and 
was born near Bandon, County Cork, Ireland, on December 5, 1832. When 
he was twenty years old, he came to America, and after working for two 
and a half years in Massachusetts and for some months in Wisconsin, 
as he traveled west, he reached his goal of southern Minnesota in 1855 and 
at once pre-empted some land in Pleasant Valley, Mower County. Very 
soon, however, he transferred these acres to his brother, who had accom- 
panied him, and returned to Chatfield, through which he had passed en route 
to Pleasant Valley. He lived in the village of Chatfield for five years and 
spent the remainder of his life on farms which he owned in Elmira Town- 
ship in Olmsted County. In-1858 he was married to Catherine McGuire, 
of Chatfield, also a native of Ireland, who had come with her parents in the 
early fifties to southern Minnesota. By unflagging hard work, the young 
couple overcame the hardships and financial stress of pioneer life and won 
through to comfortable prosperity. Their children, like themselves, were 
good citizens: Michael D., a lawyer in Rochester, Minnesota, for many 
years until his death; Timothy, also deceased, of Duluth; Nora (Mrs. John 
R. Manahan), of Chatfield, and Florence John, for forty-seven years a prac- 
ticing physician. In 1897 Timothy Halloran, senior, wrote from memory his 
History of Chatfield, often mentioned in these pages. 


Florence John Halloran received his early education in the public schools 
of Chatfield and his premedical training at the Campion Jesuit High School 
at Prairie du Chien, Wisconsin. After his graduation from that school, in 
1884, he taught school for a time before beginning his course at Rush Medi- 
cal College; the Chatfield Democrat of October 3, 1885, stated that Florence 
Halloran, “for the past two years a medical student under Dr. M. A. Trow,” 
had left that week for “a course of lectures at Rush Medical.” On Feb- 
ruary 21, 1888, he took his degree of doctor of medicine from Rush and 
shortly afterward began his medical career in Forman, Sargent County, 
Dakota Territory (North Dakota), where he practiced for about a year be- 
fore.settling in Chatfield. In the same year he was married to Nellie Tracy, 
a school teacher, daughter of Mr. and Mrs. J. Tracy, highly respected 
pioneer settlers of Laird, Eyota Township, Olmsted County. Dr. and Mrs. 
Halloran had one son, Walter H. Halloran, who became a physician. 

From 1903 to 1912, Dr. Halloran practiced medicine in Saint Paul, devoting 
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himself to the treat: < . of diseases of the heart and the stomach. During 
this period, he became a member of the Ramsey County Medical Society and 
was on the staffs of the Lutheran Hospital and the Bethesda Hospital. 


With the exception of a short period in Winona in the autumn of 1894 and 
the years in Dakota and Saint Paul, Dr. Halloran spent his entire profes- 
sional life in Chatfield as a general practitioner. Tall and large, of fine 
appearance, kind, genial and witty and, moreover, a competent physician 
and skilled diagnostician, an omnivorous reader of the medical literature, 
Dr. Halloran played an important part in the life of the village and the com- 
munity. He had an extensive practice, served as local health officer, as medi- 
cal examiner for the local draft board in World War I, and for many years 
as mayor of Chatfield. He was enrolled in the local county medical society, 
the Southern Minnesota Medical Association, the Minnesota State Medical 
Association and the American Medical Association; he was a member of the 
Knights of Columbus and a faithful and active member of the Catholic 
Church. In the years prior to 1900, his chief medical contemporaries in Chat- 
field were John C. Dickson, Charles McH. Cooper, Aaron M. Stephens and 
Milton A. Trow. 

That Dr. Halloran was a strong and vivid personality is clear. Recollec- 
tions of his kindly wit and especially of his generosity to the sick poor are 
many. If fault or foible is mentioned, it is with affectionate tolerance. 

In the last years of his life Dr. Halloran spent part of his time in Jackson, 
Minnesota, with his son, Dr. Walter H. Halloran, who owns and operates 
the Halloran Hospital, and after the death of Mrs. Halloran, on August 17, 
1934, he moved permanently to Jackson. He died at the home of his son on 
January 23, 1935. 

In paying final tribute to Dr. Halloran, the editor of the Jackson County Pilot 
wrote of him as one of the oldest and most prominent practicing physicians 
in southern Minnesota, loved by all with whom he came in contact, both for 
his skill and for the “pleasing geniality which always pervaded any company 
that he entered.” And to this comment is added that of the son, who described 
his father as “a general practitioner of the old school, who kept abreast of the 
times and gave his services freely and willingly to his people, regardless of 
personal agrandizement.” 


“Dr. Hammer,” announced the Chatfield Democrat on November 3, 1883, 
“will sell his stock and farming implements at public auction on November 
15, at his old place near Pilot Mound.” This is the only mention of this 
practitioner in Fillmore County that the writer has seen. 


Possibly the same man, a Dr. Amos G. Hammer, graduate of the Physio- 
Eclectic Medical College in 1867, was listed in the official state register of 
physicians of 1883-1890 as a resident of Redwood Falls, Redwood County, and 
the possessor of state certificate No. 297 (E) dated on November 10, 1883. 


“Hammond, Thos.” was listed among the patrons of an illustrated historical 
atlas of Minnesota of 1874 as a physician and surgeon of section 31, Elmira 
Township, Olmsted County, post office Chatfield, a native of Adams County, 
Pennsylvania, who came to Minnesota in 1864. There is reason to believe that 
this was the Dr. H. Thomas who lived in Chatfield for about fifteen years 
and actively practiced medicine there into the eighties. A few notes on Dr. 
Thomas follow in alphabetic place in the present series of sketches. 
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Henry Howard Haskin (a final “s” was added subsequently to the surname) 
was born at Middlesex, Vermont, on September 10, 1844, and was one of 
the five children of Samuel Haskin and Polly Almira Haskin. His brothers 
and sisters were George, Dustin, Emmaline and Lois. Dustin died in in- 
fancy. Of the others, in later years George lived in Cushing, Oklahoma; 
Emmaline (Mrs. Blandin), in Minneapolis, Minnesota; and Lois (Mrs. Web- 
ster Hills) in Downers Grove, Illinois. The father, Samuel Haskin, who 
claimed direct descent from a passenger on the Mayflower, was a farmer 
and miller. é 


When Henry was seven years old, his parents moved west with their family 
to a homestead near Prairie du Sac, Columbia County, Wisconsin. There 
the boy grew up, attending the rural school until at the beginning of the 
Civil War he volunteered for service in the Union Army and was accepted. 
For a short time he was a fifer, but when it was ‘discovered that he wrote a 
clear, legible hand he was chosen as clerk to the post adjutant at Benton 
Barracks, St. Louis, Missouri, and in this office he remained until he re- 
ceived his honorable discharge in 1865. 


About three years later the Haskin family moved into southern Minnesota 
and settled near Granger, in Bristol Township, Fillmore County, near the 
Iowa line. In the winter of 1868 and 1869, Henry Haskin taught school in 
the village of Harmony, in the bordering township of that name on the east, 
and for the next three years he traveled for the Winneshiek Paper Mill Company. 


On October 10, 1873, Henry Howard Haskin was married to Mary W. 
Adams, a school teacher of English descent, who was a native of Brandon, 
Vermont. To them were born two children, Leon Leroy and Ethel Leona. 
At this period of his life Mr. Haskin was studying law in the office of.an 
attorney, a pursuit which he discontinued after a few months to undertake 
the study of medicine at the Medical School of the University of Iowa,” 
from which he was graduated on March 7, 1877, as a doctor of medicine. 


Dr. Haskin at once began to follow his profession at Kendalville, Lowa. 
but soon moved to Elliota, Minnesota, which was three miles from the present 
village, then nonexistent, of Canton. When Elliota became one of the disap- 
pointed villages of the county by reason of being left to one side by the rail- 
road, the commercial and professional interests were moved to Boomer, 
which later received the name of Canton. It probably was early in his years 
as a physician that Dr. Haskin added or, rather, accepted a final “s” on his 
surname and became Dr. Haskins. As he said, everybody else put the “s” 
on and therefore he did also. 


In Canton from 1878 for the ensuing twenty-four years, Dr. Haskins was 
a general practitioner of medicine and surgery and, on occasion, dentistry. 
A trained pharmacist as well, he owned and operated one of the two drugstores 
of the village; Dr. Robert A. Sturgeon, a pioneer physician in the county since 
1865, who also had removed from Elliota to Canton, owned the second. 
Dr. Haskins enlarged his interests by conducting with S. Manual, a general 
store across the street from his drugstore. During these busy years Dr. 
Haskins served his community well, kept abreast of advances in his profes- 
sion, reading the literature, taking postgraduate work at Northwestern Uni- 
versity and joining in the work of medical associations, among them the 
local county medical society, the Southern Minnesota Medical Association 
and the Minnesota Valley Society (the latter two groups merged in 1911, 
taking the name “The Southern Minnesota Medical Association”), and the 
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Minnesota State Medical Society. On October 11, 1883, under the new Medi- 
cal Practice Act, Dr. Haskins received state certificate No. 50 (R). From 
January 4, 1887, to January 6, 1889, he served as county coroner. 

In the years from 1878 to 1887, Dr. James M. Wheat, of Lenora, in Canton 
Township, one of the county’s earliest and most able pioneer physicians, 
frequently called Dr. Haskins in consultation, and in a published report of 
a “case of intrauterine fibroid tumor and operation” which he+made to the 
Committee on Gynecology of the State Medical Society credited Dr. Haskins 
with assistance in carrying out the surgical procedure. Dr. Wheat moved to 
California in 1887. 


As a country physician with a heavy practice, Dr. Haskins had varied 
experiences, some amusing, some touching or hazardous, all interesting. His 
daughter, Ethel Haskins Gifford, has recalled the frequent sight, early in 
the morning, of her father’s begrimed buggy, each spoke and hub laden with 
mud, silent witness to the long tiresome trips in the rain and darkness. A 
lantern on the dashboard was the only light; side curtains and a rainproof lap 
cover were the only protection against the weather. Sometimes the doctor 
used his two-wheeled, spring-equipped cart and then was accompanied by 
his shaggy little black and white dog Trax, who sat beside him, watching 
the road eagerly... . One morning at three o’clock Dr. Haskins was called on 
to perform an emergency operation, for strangulated hernia, on a citizen of 
Canton; the procedure was carried out successfully, the patient on the dining- 
room table, in the light of an oil lamp which was held by his brother; the 
patient made a good recovery and lived for forty years. Another time, Dr. 
Haskins filled a tooth for the brother, melting a gold coin and pouring the 
molten metal into the cavity. The patient withstood the operation without 
benefit of anesthesia and carried the filling with him to his grave when he 
died in his eighties. ... A favorite story was that of the little Norwegian boy 
who walked in from the country to have his tonsils removed, replying to the 
astonished physician’s question that he had come alone; and after the opera- 
tion he walked home alone, “a true Nordic scout.” 

Possessor of a brilliant mind and a keen wit, Dr. Haskins enjoyed lively 
arguments, in which he was not always even-tempered. His pet diversions 
were chess and checkers, and he took great satisfaction in having won high 
score in the checkers club to which he belonged. The trophy, a belt which 
the winner retained until defeated, was too tight for Dr. Haskins, who was 
inclined to portliness, and he accordingly carried it in his pocket and proudly 
displayed it on request. Persistency in any task he set himself was an out- 
standing characteristic that is recalled by old friends; he taught himself 
the Norwegian language and he learned to ride a bicycle, in spite of memor- 
able mishaps. 


Mrs. Haskins was an accomplished woman, intelligent and public-spirited. 
She was active in organizing the Women’s Christian Temperance Union in 
Canton and in securing free textbooks for the schools—bold undertakings, 
unbecoming a woman it was thought by the scandalized older women of the 
community, who nevertheless greatly admired Mrs. Haskins. One woman, 
who had heard Mrs. Potter Palmer speak as hostess at the Chicago World’s 
Fair in 1893, said that she much preferred to hear Mary Haskins. 


Although he was not a member, Dr. Haskins attended the Presbyterian 
Church of Canton and sang in the choir. Later in his life he became much 
interested in spiritualistic associations. He was a Mason, member of the 
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local Blue Lodge, of which he was several times Worshipful Master; of 
the Royal Arch Masons and the Order of the Eastern Star. 

On Christmas night, 1899, Dr. Haskins’ drug store burned; it was not re- 
built and, in 1902, retiring from medical practice, the doctor left Canton for 
Perth, North Dakota, where with his son he engaged in farming and in operat- 
ing a general store. In i919, having previously spent several winters in 
Florida, he moved permanently to that state, to Southern Cassadaga Camp, 
where he spent the remainder of his life. He died from influenza, compli- 
cated by uremia, on May 9, 1922, survived by his wife, Mary W. Haskins; 
his son, Leon Leroy Haskins, of Warren, Minnesota; his daughter, Ethel 
Haskins (Mrs. E. B.) Gifford, of De Land, Florida; his sister, Lois Haskins 
(Mrs. Webster) Hills, of Downers Grove, Illinois; and his brother, George 
Haskins, of Cushing, Oklahoma. Of this group, all were living in 1943° 
except Mrs. Haskins and George Haskins. 


William Haslam was a homeopathic physician, apparently in good standing 
among his colleagues in homeopathic associations, who settled in Chatfield in 
1869. According to Halloran’s history of Chatfield, Dr. Haslam opened a 
drug store in the village in partnership with W. R. Edward; mention was 
made of Mr. Edward selling the store to John S: Gove and Mr. Gove to J. 
A. Ross, but further comment on Dr. Haslam was lacking. Only one other 
note has appeared, and that in the Rochester Post of October 4, 1878: “Dr. 
Haslam,,an old philosopher well remembered in Chatfield, used to have one 
weather sign that he regarded as never failing, to wit: That the direction 
from which the wind blew when the sun was crossing the equator indicated 
the direction from which it would prevail for the next six months. . . .” 


(To be continued in February issue) 
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President's Letter 


PHYSICIANS OF TODAY REJECT “PEACEFUL MEDIOCRITY” OF PAST 


[XN past years, an immense majority of physicians remained intellectually in a middle state. 
They were not inefficient, but neither did they attempt to carry their activities beyond ac- 
ceptable performance of their duties as practitioners of medicine. They were content to amble 
on in- peaceful mediocrity, adopting with little concern the current opinions of the day. 
They merely maintained themselves on a level with their generation and conformed to the 
standards of knowledge common to the age and the country in which they dwelt. 


The physician of today is not like that. He knows that a passive attitude will not be 
effective under present conditions. He knows that he must not limit his thought and activities 
to purely professional duties. He knows that the welfare of the people, his patients, is menaced 
by zealots who are so little conscious of their deficiencies that not only are they willing to 
attempt impossible tasks, but they actually believe they are capable of accomplishing 
those tasks. He realizes that these men, perched on their imaginary eminence, have become so 
inflated by their fancied superiority that they attempt to teach and to manage that which they 
themselvés do not comprehend. He knows that those who are prey to such delusions, if 
they ‘also acquire the power to enforce them, will accomplish far more evil than good. 


He is willing to tolerate temporary schemes which have been considered necessary in a 
confused period of the world’s history. He has co-operated in the advancement of such 
activities and is willing to continue to do so in spite of inconvenience and injustice to him. 
He knows why these deficiencies exist. The hospital problem, the nursing problem, the office 
and housing problem (probably he is a former medical officer returned to civil life), the 
EMIC* problem and the bluebook, the prepayment insurance program, the service plan, the 
indemnity plan, the situation regarding hospitals and certification, the specialty boards, the 
Rich report and the reorganization of the American Medical Association, the meeting in 
Two Harbors, Jim Murray, Bob Wagner, John Dingell, Claude Pepper—yes, all of these 
obstructing problems, conditions and individuals, and more, are understood by him. And 
he complains. That is a prerogative of the citizen in a free society. Had his forebears not 
possessed this characteristic, probably the Declaration of Independence never would have 
been written. Certainly he complains. He gets together with a group of general practitioners 
and they speak their minds. He organizes the American College of Physicians and Surgeons 
in an attempt to “do something about it.” 


Despite unfavorable conditions that surround him, he performs his task sedulously. He 
understands that for him to be possessed of knowledge concerning how to fulfill his duties 
allows him to meet the intellectual obligations of his task and that if he is determined to do 
these duties in spite of all inhibitors, he will meet the moral obligations of it. He under- 
stands that these are the two most important items in his armamentarium and that only if he 
maintains them at peak efficiency and in harmonious relationship can he hope to contribute 
to the objectives of his profession. He realizes that the success or failure of American medi- 
cine rests squarely on his shoulders. He knows that the security and durability of the organi- 
zation of which he is a part depend on him. 


Consequently, as I assume my new duties, I feel neither uncertainty nor uneasiness. Mem- 
bers of the Minnesota State Medical Association are well informed. The central office of 
the Association is efficient. Together we can combat any man-made threats against the public 


| Susu Cain 


President, Minnesota State Medical Association 


*Emergency Maternal and Infant Care. 
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MINNESOTA MEDICAL SERVICE 


A DETAILED report of the meeting of the 

House of Delegates of the Minnesota State 
Medical Association, held in Saint Paul on De- 
cember 22, 1946, to take action on the report of 
its Committee on Minnesota Medical Service, ap- 
pears in the section on Medical Economics in this 
issue. 

Although the last legislature passed an enabling 
act authorizing the organized profession of the 
state to establish a nonprofit medical service to 
meet the need of insurance coverage for medical 
fees, Minnesota Medical Service has not as yet 
been incorporated. It is not surprising that in 
such an involved project, progress has been slow. 

The committee and its subcommittees have had 
a multitude of meetings and have given much 
thought to the subject. The findings were sub- 
mitted to the House of Delegates at its December 
22 meeting. The committee submitted two con- 
tracts—one providing for surgical benefits alone 
and the other for combined medical and surgical 
benefits—and the rates which would be required. 
Dr. Adson, chairman of the committee, then 
brought out the fact that commercial insurance 
companies now have available indemnity policies 
providing benefits equal to and, in some instances, 
greater than those proposed by Minnesota Medi- 
cal Service, at considerably less cost. The es- 
tablished insurance companies with 3,000 agencies 
throughout the state are potential handlers of 
these medical policies and can obviously under- 
sell a small organization. Insurance of any kind 
does not sell itself, and the cost of selling is a 
large item in the insurance business. 

It is not generally known that medical insurance 
policies, providing benefits identical with those 
proposed for Minnesota Medical Service, are al- 
ready being offered and sold by the commercial 
insurance companies, for both groups and in- 
dividuals, at a very reasonable cost. 

It was felt by the House of Delegates that phy- 
sicians should do everything in their power to 
promote the sale of these medical insurance poli- 
cies offered by the commercial companies. The 
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House approved the appointment of a committee 
of five physicians to publicize the availability of 
such policies and to give the approval of the Min- 
nesota State, Medical Association to worthy 
policies. 

The House of Delegates, notwithstanding devel- 
opments, decided to proceed with the incorpora- 
tion of Minnesota Medical Service. Under its plan, 
indemnity policies are sold to any wage earner 
irrespective of his or her income. The policy- 
holder pays the difference when the physician’s 
fee is greater than that allowed by the policy. The 
policy of the Minnesota Medical Service, how- 
ever, will provide for fees applicable to indivi- 
duals earning $1,200 or less a year and to mar- 
ried persons earning $2,000 or less, and will 
provide complete coverage of physicians’ fees for 
this group, which today is a small one. 

Insurance against hospital costs and physicians’ 
fees is the answer to the unequal cost of sick- 
ness, and physicians can render their patients a 
real service by urging them to take advantage of 
these policies. A list of commercial policies ap- 
proved by the Minnesota State Medical Asso- 
ciation will doubtless be forthcoming in the near 
future. 





MORTALITY IN DIABETES 


HE incongruous fact that the mortality in 

diabetes has been higher since insulin was 
discovered has been generally known. The ex- 
planation is made clear in a recent Bulletin of the 
Metropolitan Life Insurance Company. 

There are today twice as many known diabetics 
as there were twenty-five years ago when insulin 
was discovered. This probably means an actual 
increase in the disease itself, although the greatly 
increased number of physical examinations that 
include urinalyses undoubtedly accounts large- 
ly for this fact. The rise in the percentage of 
the population in the older age groups, a time 
when diabetes is most likely to make its appar- 


+A Quarter Century of Insulin. Bull. Metropolitan Life In- 
surance Company, 27:8, (Oct.) 1946. 
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ance, also accounts for the increase in the dis- 
ease. 

Of course, it is well known that insulin has re- 
sulted in a marked reduction in mortality among 
diabetics, especially among those in the younger 
age group. While it has resulted in a prolonga- 
tion of life, diabetics can hardly live forever, and 
the marked increase in deaths in diabetics over 
the age of fifty-five is the reason for the rise in 
the total mortality. As a matter of fact, the 
death rate among diabetics, according to the 
article mentioned, has been markedly reduced in 
each decade up to the age of fifty-five. An in- 
crease is slightly apparent in men in the decade 
from fifty-five to sixty-four, is more evident in 
women in this age group, and then, in the decade 
from sixty-five to seventy-four, the mortality be- 
comes more than double that of the preceding 
decade in both men and women. 

The survey mentioned covers only the general 
mortality among diabetics. What role the di- 
abetes played as a cause of death doubtless can- 
not be accurately determined—that is, how many 
died with diabetes and how many died from the 
disease. However, the analysis indicates, rather 
than detracts from, the great value of insulin in 
the treatment of diabetes. 





HEART DISEASE 


The Metropolitan Life Insurance Company, in co- 
operation with the American Heart Society, is conduct- 
ing an educational campaign on heart care. The pur- 
pose of. the campaign is to prevent heart disease and to 
help people with heart disease to live longer and more 
useful lives. 

During the campaign, one and one-half million book- 
lets entitled “Your Heart” will be distributed to the 
laity, and a packet containing statistical information 
will be sent to 43,000 physicians. Other means, such as 
newspapers, radio, health departments and certain civic 
groups, will also be utilized in disseminating information 
about the heart and heart disease. 

The campaign will coincide with the initial activity of 
the Life Insurance Medical Research Fund recently es- 
tablished by 148 life insurance companies in the United 
States and Canada. This fund will make available over 
$500,000 yearly for long-term research programs. Grants 
are being made to medical schools and other research 
institutions for heart studies. 

The booklet, “Your Heart,” gives information about 
the heart and heart disease suitable for an intelligent 
layman. The statistics in the packet being sent to phy- 
sicians are presented in the following excerpt from an 
article entitled “Encouraging Trends in Heart Disease,” 
which appeared in the Statistical Bulletin recently pub- 
lished by the Metropolitan Life Insurance Company. 
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Encouraging Trends in Heart Disease 


Measured in terms of sheer numbers of persons af- 
fected, heart disease is our most important medical and 
public health problem. There are today about four 
million people in the United States who have some form 
of heart disease, and the number of cases is steadily in- 
creasing. Heart disease ranks first in the list of causes 
of death. It is not surprising, therefore, that there is a 
widespread impression that the situation with regard 
to the disease is critical, that the outlook for the patient 
with heart disease is poor, and that the conditions of 
modern ‘life are largely to blame. Actually, the situation 
is much better than appears on the surface, and these 
current gloomy beliefs about the disease are not war- 
ranted by the facts. 

It is true that the crude death rate from heart disease 
has shown a steady increase over the years. The major 
part of this increase,- however, simply reflects the rap- 
idly increasing proportion of older persons in our popu- 
lation. In the past seventeen years, among the millions of 
persons insured in the Metropolitan’s Industrial Depart- 
ment, there has been an almost uninterrupted rise in the 
crude death rate from the disease, reaching a maximum 
in 1943, with a total increase of nearly 60 per cent since 
1928. As against this large increase, the rate corrected 
for changes in the age, sex, and color composition of the 
insured. shows a rise of only 12 per cent from 1928 to 
the maximum in 1943, and the 1945 rate is only 4 per 
cent above that for the year 1928. 

Aside from the aging of the population, there are 
other factors of importance that have brought about 
an increase in the récorded death rate from heart dis- 
ease. Unfortunately, itis not possible to “correct” the 
rate to allow for their effect. Increasingly many deaths, 
formerly reported as from nephritis or from cerebral 
hemorrhage, have been more recently ascribed to heart 
disease because of the changing medical concept regard- 
ing the relationship of high blood pressure to these con- 
ditions. For, the present concept is that the heart in most 


such cases is the organ primarily affected by increased 
blood pressure. Also, as a*result of the more accurate 
determination of the cause of edema (dropsy), a fre- 
quent late complication in both heart and kidney disease, 
many cases with dropsy are now recognized as due to 
heart failure which formerly would have been ascribed 
to renal disease. 


* * * 


Without any allowance for the factors indicated above, 
there has been a definite reduction in heart disease mor- 
tality up to age forty-five. At ages one to twenty-four 
years, this death rate in recent years among the insured 
white males has fallen about 60 per cent as compared 
with 1911-1915. Among young white females the reduc- 
tion is even larger. At ages twenty-five to forty-four 
also their death rates have in recent years been lower 
than at any time since 1911. Among white males twenty- 
five to forty-four years old, the death rate has been 
stable for ten years, but ‘the recent level of the rate is 
well below that for 1911-1915. These declines at ages 
under forty-five are due chiefly to the decline in the 
mortality from rheumatic heart disease. 

As regards the diseases of the coronary arteries, which 
account now for a large proportion of deaths ascribed 
to heart disease, the rapid increase in the mortality from 
these conditions represents almost entirely the changing 
diagnostic concepts in heart disease that are reflected in 
medical terminology. It is noteworthy that, as the mor- 
tality from coronary thrombosis and occlusion has gone 
up, the death rate from myocardial diseases has fallen. 

The outlook in various types of heart disease has beerr 
shown in recent studies by the Company and by a num- 
ber of physicians to be much better than has previously 
been realized. It is found, for example, that a consider- 
able proportion of patients who have suffered an attack 
of coronary occlusion are still living ten years after the 
initial attack, and that many of these people are re- 


(Continued on Page 102) 
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DUAL APPROACH SPEEDS PREPAYMENT 
MEDICAL CARE PROGRAM 
A dual approach, the result of months of care- 
ful study by a committee appointed two years 
ago by the House of Delegates, will provide a 
comprehensive prepayment medical care program 
for Minnesota within a short time. 


This decision was made at a meeting of the 
House of Delegates of the Minnesota State Medi- 
cal Association held Sunday, December 22, in 
Saint Paul... The delegates voted first to authorize 
the establishment by the Minnesota State Medical 
Association of a nonprofit corporation, to be 
known as Minnesota Medical Service; and sec- 
ond, to invite and encourage reliable insurance 
companies to sell indemnity contracts which offer 
health, sickness and accident policies that meet 
definite minimum standards of services and bene- 
fits. set up by a newly appointed liaison com- 
mittee of the state association. 


It was felt that the undertaking was too large 
for any one organization to handle if speedy 
and broad health and sickness protection were to 
be assured Minnesota citizens, and for that reason 
the delegates voted to utilize not only the facili- 
ties Blue Cross could offer, but also those of 
established insurance companies whose enthusias- 
tic co-operation is an established fact. 


This decision on the part of the delegates might 
well be spoken of as the “Minnesota Plan” for 
while it will use different vehicles, there is but a 
single over-all objective, and that is to offer to 
the people of Minnesota as quickly as possible a 
program for budgeted medical care with a broad 
base and a comprehensive scope, to be sold in 
packets that will fit the needs of the employe 
-and the employer, and at the same time be ac- 
ceptable to Minnesota physicians. 


Minnesota Medical Service to Begin Shortly 


‘Minnesota Medical Service, a nonprofit cor- 
poration created by the medical profession of 
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Minnesota, will come into being shortly when 
the Articles of Incorporation have been filed 
with the Secretary of State. The House of Dele- 
gates authorized the Council to appoint two 
physicians from each councilor district, who, in 
turn, will select three at large, for a total of 
twenty-one physicians, to serve as incorporators 
in accordance with the Enabling Act passed two 
years ago. On this body will fall the responsibility 
of selecting the first Board of Directors of the 
new corporation from which its first officers will 
be chosen. Of primary importance will be the 
selection, as soon as possible, of an experienced 
and capable director dh whose council the in- 
corporators and later, the Board of Directors, can 
rely during the corporation’s early crucial period. 


Subscriptions from Minnesota physicians to- 
ward the corporate fund went over the $100,000 
mark set by the House of Delegates in May. 
However, it is not clear. that all of the subscrip- 
tions which were pledged at the time the Or- 
ganization Committee was considering recom- 
mending an indemnity contract for Minnesota 
Medical Service, strongly favored by some of 
the county medical societies, will be honored. 
For that reason, a recommendation was voted by 
the House of Delegates to empower the Council 
to stipulate that the capital fund may be $50,000, 
or a comparable amount, if that appears expedient, 


_ instead of the $100,000 previously specified. 


Organizing Committee Presents Final Report 

Dr. B. J. Branton, who was chosen as general 
chairman to head up the work of the Committee 
on Organization for Minnesota Medical Service, 
gave a complete report to the House of all the 
work which his committee had done since its crea- 
tion. Included in this report were preliminary 
drafts of the Articles of Incorporation, the pro- 
posed agreement with the Minnesota Hospital 
Service Association which will handle sales pro- 
motion, collection of premiums and certain book- 
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keeping procedures, the two contracts proposed 
and the schedule of benefits. It was the Commit- 
tee’s recommendation that the final draft of the 
agreement with Blue Cross as well as the ‘con- 
tracts proposed be left until such time as a 
director had been selected. 


The proposed Surgical Contract provides bene- 
fits for surgical procedures up to $150 and in- 
cludes maternity benefits after the contract has 
been in force nine consecutive months. Service 
in full to the extent of the benefits under the 
contract is proposed for the single subscriber 
whose net income is $1,200 a year or less; and 
for the subscriber with one or more dependents 
whose net income is $2,000 a year or less. For 
subscribers whose income exceeds these amounts, 
the benefits provided under the contract shall be 
regarded as partial payments toward the physi- 
cians’ fees. The monthly charge for a single 
person has been set at $.85; for a subscriber and 
one dependent, $1.60; and for a subscriber and 
two or more dependents, $2.50. 


The medical-surgical contract proposed is 
identical to the surgical contract except that it 
contains a section providing the following benefits 
up to a total of $100 a year for the subscriber: 
$2 per call, beginning with the first call, for medi- 
cal care in the hospital; $3 per call, beginning 
with the third call, for medical care in the home; 
and $2 per call, beginning with the third call, for 
medical service in the office. Dependents of the 
subscriber are allowed up to $60 a year at $2 
a call, beginning with the third call, for medical 
care rendered in a hospital. The monthly charge 
in the case of the medical-surgical contract for the 
single subscriber has been set at $1.45; for the 
subscriber and one dependent, $2.60; and for the 
subscriber and two or more dependents, $4. 

To give a. supplemental report of the Com- 
mittee’s work, Dr. Branton asked that Dr. A. W. 
Adson, chairman of a special committee appoint- 
ed by the Council on December 1, be recognized. 
He concluded his report by recommending that, in 
view of the fact that the Committee on Organi- 
zation had completed its work, it be dissolved. 
Action was then taken by the House for setting 
up by the Council of a board of twenty-one in- 
corporators for Minnesota Medical Service. 


Two Plans Proposed 
Some of the members of the Organizing Com- 
mittee, as their studies of various voluntary pre- 
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payment medical plans in the country have pro- 
gressed, had come to the conclusion that Min- 
nesota’s program would proceed at an accelerated 
pace if not only the facilities which Blue Cross 
was willing to offer, but also those of insurance 
carriers, were utilized. 

This was the gist of a report presented to the 
delegates by Dr. A. W. Adson. 

Furthermore, Dr. Adson stated, the Organizing 
Committee was faced with two divergent view- 
points, both in its own ranks and among the 
profession at large. Several county medical so- 
cieties had expressed the opinion in no uncertain 
terms that an indemnity plan would be more ac- 
ceptable in their communities as it would relieve 
the physicians of the responsibility of determin- 
ing the patient’s income level, which is particularly 
difficult to establish among rural people. An- 
other matter that had to be considered was that 
no clear-cut legal opinion was forthcoming as to 
whether Minnesota Medical Service could devel- 
op an indemnity program and come under the 
scope of the Enabling Act. 

On the other hand, the committee recognized 
that within the committee itself, as well as among 
the profession, were. staunch advocates for some 
type of service plan that would provide com- 
plete medical service to the extent of the benefits 
under the contract to subscribers within a certain 
income level. 

It was to solve the problem of meeting both of 
these viewpoints among the profession, Dr. Ad- 
son said, that the Council at its meeting on De- 
cember 1 appointed a special committee to ex- 
plore the possibility of inviting reliable insurance 
companies to participate in the Minnesota pro- 
gram by writing indemnity contracts which would 
meet certain minimum standards in services and 
benefits. 


Committee Seeks Insurance Company Proposals 

Dr. Adson related what had transpired at the 
meeting on December 5 when the committee ap- 
pointed by the Council, all members of the Or- 
ganizing Committee, had met with insurance com- 
pany representatives. Several of these companies 
he stated, are already working with state medical 
associations. Among those present were repre- 
sentatives from the Employers Mutual of Wau- 
sau and the Hardware Mutual of Stevens Point, 
writing a large number of health contracts in 
co-operation with the State Medical Society of 
Wisconsin. Another, the North American of Chi- 
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cago, has just announced a comprehensive sur- 
gical and medical family contract developed in 
co-operation with the Illinois State Medical So- 
ciety. 

The committee outlined the surgical and medical 
benefits proposed by Minnesota Medical Service, 
withholding information about the monthly 
charges that were contemplated, and asked that 
each insurance company submit proposals con- 
sidering these as minimum standards for their 
contracts. Dr. Adson then presented a chart out- 
lining the proposals which had been submitted 
following that meeting. Insurance companies not 
only responded enthusiastically but indicated that 
they were willing and able to match the benefits 
proposed and, in many instances, to offer more 
liberal coverage at lower rates. 


On the national scene, he told the delegates, it 
has become increasingly apparent during the last 
year or two that large insurance companies have 
been anxious to co-operate by writing low-cost 
health, sickness and accident policies, with an 
over-all coverage which was impossible for medi- 
cal-profession-sponsored plans to match. It was 
evident that their motives in evincing this co- 
operation were not entirely unselfish, Dr. Adson 
said, but rather it was a concerted attempt on 
their part to stave off the movement in govern- 
ment circles for compulsory health insurance. 
Insurance men believe with the doctors that the 
problem can best be solved by offering such in- 
surance on a completely voluntary basis. 


Insurance Men “In Dead Earnest” 

That they are in dead earnest has been evi- 
denced, said Dr. Adson, by the many conferences 
they have had with the Council on Medical Serv- 
ice of the American Medical Association, and 
also by their co-operative attitude in various state 
medical association programs. 


Just to cite one instance of how successfully the 
objectives can be attained, Dr. Adson pointed to 
Wisconsin, which has demonstrated how a phy- 
sician-sponsored-insurance-carrier program can 
proceed to spread prepayment medical care to 
the general public. While some 30,000 contracts 
have been written under the so-called “Wisconsin 
Plan” since it got under way in April or May of 
last year, a great many more than that (probably 
well over 150,000) have been written as in- 
dividual contracts under the impetus furnished by 
the Wisconsin Plan. 
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After studying all these facts, Dr. Adson said, 
the committee had come to the unanimous con- 
clusion that it would recommend that two plans 
be proposed for Minnesota: first, that there be 
organized immediately a nonprofit Medical Sery- 
ice Corporation, in accordance with the Enabl- 
ing Act which the medical profession had spon- 
sored; and second, that a broad indemnity in- 
surance program be developed with insurance 
companies working in close co-operation with a 
liaison committee of the state association. 


Council Takes Action to Spur Program 

The committee’s recommendations were ap- 
proved by the delegates and the appointment of 
the liaison committee was left to the Council. 
Immediately following adjournment of the House, 
the Council met in special session and appointed 
the following committee: Dr. A. W. Adson, 
Rochester, chairman; Drs. B. J. Branton, Will- 
mar; R. W. Morse, Minneapolis; V. P. Hauser, 
Saint Paul, and B. J. Gallagher, Waseca. 


The Council also asked that each councilor 
éontact and select two physicians from his dis- 
trict, who favor the establishment of the non- 
profit corporation, to serve as the incorporators of 
Minnesota Medical Service. As this article goes 
to press, these selections are being made, and an 
important meeting of the incorporators has been 
scheduled for January 4 in Saint Paul. 


DELEGATES HEAR PLEA FOR ESTABLISH- 
MENT OF PRACTICAL NURSE 
TRAINING SCHOOLS 


Following up action taken by the Northern 
Minnesota and Southern Minnesota Medical As- 
sociation last fall, Dr. R. F. Hedin, Red Wing, 
urged the delegates to go on record approving the 
establishment, as soon as the teaching personnel 
can be secured and the courses can be set up, of 
twenty one-year practical nurse training schools 
to alleviate the critical shortage of nursing per- 
sonnel in rural areas. The lack of nurses is one 
of the crucial problems facing the medical profes- 
sion today, Dr. Hedin said. A report was given 
on discussions which had taken place by a special 
committee, composed of representatives from the 
medical, the hospital, and the nursing professions, 
which has under consideration the drafting of a 
bill for the licensure of the practical nurse. It has 
yet to be determined who shall compose the 
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MINNESOTA STATE BOARD OF MEDICAL EXAMINERS 
230 Lowry Medical Arts Bldg., Saint Paul, Minnesota 


Name 


ABRAHAMSON, Manford Nels 
BLACKFORD, Ralph Ellis 
BRAUDE, Abraham Isaac 
CULMER, Charles Urness 


DAHLIN, David Carl 
ETTINGER, Jerome* 
FAST, John G. 


FISHER, Charles Edward 
HALFERTY, Daniel Applegate 
HALVORSON, Raymond Gaylord 
McDONALD, William J. 
McELIN, Thomas Welsh 
MARIS, Robert West 
MICHIENZI, “Leonard Joseph 
RALSTON, Donald Everett 
SCHLEPER, Albin John 
SMYTH, John Joseph 

STEIN, Burton R. 

TARUN, Donald Walter 


VASTINE, John Robert 


BRAASTAD, Frederick William 
CLOSUIT, Frederick Charles 


GRIFFIN, John Gordon 
McDONNELL, James Layton 
RYAN, Robert Emmett 


FAWCETT, John Crozier 


HAAS, William Reid 
McMAHON, John Martin 
MORGAN, John Lloyd 


*Revoked July 12, 1946. 


ANDERSON, Ray Carl 
ANDREASSEN, Rolf Lorntz 
ANDREJEK, Arthur R. 
BAKALINSKY, Max 

BERG, Clinton Charles 
BERGER, William J. 


BERGLUND, Eldon Burdette 
BISSINGER, Lester Leland 
BONDURANT, James Earle 
BRACKNEY, Edwin Leland 
CLARK, Robert Strachan 
COOPER, Robert Ray 
COPE, Hershel Boyd 
DAGGETT, Donald R. 
DANIELS, Bernard Tetlow 


DIESSNER, Grant Roy 


EIDE, Odd Arvid 
NGSTROM, Denton Paul 


January, 1947 


Julian F. DuBois, M.D., Secretary 


PHYSICIANS LICENSED FEBRUARY 8, 1946 


January Examination 


School Address 


1944 1515 Charles Ave., St. Paul, Minn. 

1934. Mayo Clinic, Rochester, Minn. 

1940 University Hospital, Minneapolis, Minn. 
eon University Hospital, Minneapolis, Minn. 
1940 Mayo Clinic, Rochester, Minn. 

1944 2024 Commonwealth, St. Paul, Minn. 
= 4804 16th Ave. S., Minneapolis 7, Minn. 
94 

1943 Mayo Clinic, Rochester, Minn. 

1945 St. Joseph’s Hospital, St. Paul, Minn. 
1945 1319 E. Third St., Duluth, Minn. 

1945 St. Joseph’s Hospital, St. Paul, Minn. 
1944 Mayo Clinic, Rochester, Minn. 

1945 General Hospital, Minneapolis, Minn. 
1945 14 Douglas St., St. Paul, Minn. 

1939 Mayo Clinic, Rochester, Minn. 

1945 St. Mary’s Hospital, Duluth, Minn. 
1944 Nopeming Sanatorium, Nopeming, Minn. 
1943 Mayo Clinic, Rochester, Minn. 

= Mayo Clinic, Rochester, Minn. 

1932 Mayo Clinic, Rochester, Minn. 


Temple VU. 
Indiana U. 
Rush Med. Col. 
Northwestern U. 


Rush Med. Col. 
Northwestern U. 
U. of Minn. 


VU. of Colo. 

U. of Oregon 
Marquette U. 
Northwestern U. 
Harvard U. 

U. of Oregon 
Marquette U. 
Rush Med. Col. 
Marquette U. 
U. of Iowa 

U. of Buffalo 
U. of Illinois 


Jefferson Med. 
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andidates 


1940 Mayo Clinic, Rochester, Minn. 
1941 371 Wilson St., Winona, Minn. 
1942 

1940 Mayo Clinic, Rochester, Minn. 
1943 Montrose, S. Dak. 

1941 Mayo Clinic, Rochester, Minn. 


National Board Candidates 


Northwestern U. M.B. 1929 Devils Lake, N. Dak. 
M.D. 1930 

Duke Univ. M.D. 1938 1311 W. 24th St., Minneapolis, Minn. 

Georgetown U. M.D. 1940 «Mayo Clinic, Rochester, Minn. 

U. of Pa. M.D. 1940 Mayo Clinic, Rochester, Minn. 


Reciproci 


U. of Mich. 
U. of Minn. 


U. of Colo. 
St. Louis U. 
Creighton U. 
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PHYSICIANS LICENSED MAY 3, 1946 
March Examination 


of Minn. 
of Minn. 
of Minn. 
of Minn. 
f Minn. 
Minn. 


Minn. 
Minn. 
Minn. 
Minn. 
Minn. 

of Minn. 

of Minn. 

of Minn. 

. of Chicago— 

Rush Med. Col. 

U. of Minn. 


U. of Minn. 
U. of Minn. 


= 
bo 
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3912 W. 7th St., Duluth, Minn. 

3829 19th Ave. S., Minneapolis, Minn. 
Ivanhoe, Minn. 

Ancker Hosp., St. Paul 1, Minn. 
Ancker Hospital, St. Paul 1, Minn. 
311 Broadway, W. Burlington, Iowa 


cdcace 


Minneapolis Gen. Hosp., Minneapolis 15, Minn. 
Ancker Hospital, St. Paul, Minn. 

Hurley Hospital, Flint, Mich. 

University of Chicago Clinics, Chicago, III. 
Ancker Hospital, St. Paul 1, Minn. 

St. Mary’s Hospital, Detroit, Mich. 

Bethesda Hospital, St. Paul 2, Minn. 

Detroit Receiving Hospital, Detroit, Mich. 
Mayo Clinic, Rochester, Minn. 


Cecacacdac 
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nd 
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Mayo Clinic, Rochester, Minn. 


Fertile, Minn. 
St. Barnabas Hospital, Minneapolis, Minn. 
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Name 


ENGSTROM, Frederick W. 
ERICKSON, Ethel Elma 
ESENSTEN, Sidney 

FRANZ, Willis Martin 

FREY, Richard Joseph 
FRIEND, Merril B. 

FULLER, Benjamin Franklin, Jr. 


GALLIGAN, John J. 
GILBERTSON, David Grosser 
GOLDISH, Robert Joseph 
GORDON, Harold Norman 
GORDON, Milton Earle 
GREEN, Robert Alan 


GUMPRECHT, Jane Doering 
HADDY, Francis John 
HANSON, Herbert Theodore 
HAUSER, Donald Charles 
HEILIG, -William Richard 
HUBLER, Willis Lester 
IRMISCH, George William 
JACOBSON, Lyle Frederick 
JARVIS, Charles W. 
ENSEN, Mary Jane 

RLEN, Markle 
KAUFMAN, Jerome Edward 
KIESLER, Frank, Jr. 


KIRKPATRICK, Neal Richard 
KNUTSON, Robert Charles 
LIENKE, Roger I. 
LINDBERG, Winston Rudolph 
LINNER, Paul William 
LOWREY, Jack Beltman 
LUND, George Weldon 
McCORMACK, Joseph George 
MAHAFFY, John H. 
MANDEL, Sheldon Lloyd 
MARTURANO, Frank Paul 


MAYNE, John Gregory 
MIDTHUNE, Andreen Sylvain 
MILLER, William Thomas 
MISBACH, William Durward 
MOORE, George Eugene 
MUESING, William James 
NOLLET, Donald James 
NORBY, Richard Gerhard 
OLSON, Detlof Maynard 
OPSTAD, Earl Thomas 
OURADA, Anthony L. 
PERRY, Harold Otto 
PETELER, Jennings, C. L. 
PETERSON, Roy Lawrence 
PHALEN, Joseph Stephen 
POTTHOFF, Herbert Benjamin 
REMOLE. William Dunn 
ROCKNEM, Robert Eric 
ROHOLT, Hartvig Benhail 
ROSE, Ray Vincent 

ST. CYR. Harry Merlin 
SAKO, Yoshio 
SCHTMNOSKI, Donald Ray 
SCHULTZ, Alvin Leroy 
SHRAGG, Robert Israel 
SMITH, George Randall 
SMITH, Ralph Eugene 


SMITH, Richard Clinton 
SOLVASON, Harold Magnus 
SPERLING, Sydney Coleman 
STEVENSON, Helen Peik 
THOMAS. John Verran 
ULSTROM. Robert Alger 


von AMERONGEN, Werner Wm. 
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Address 


Detroit Receiving Hospital, Detroit, Mich. 
Lenox Hill Hospital, New York City 

3416 Hennepin Ave., Minneapolis 8, Minn. 
Miller Hospital, St. Paul, Minn. 
Minneapolis Gen. Hosp., ah Minn. 


Beth Israel Hospital, Newark, N. 
2187 Berkeley Ave., St. Paul 5, Minn. 


Univ. of Minn. Hosp., Minneapolis 14, Minn. 
John Sealy Hospital, Galveston, Texas 

St. Luke’s Hospital, Duluth, Minn. 
University of Chicago Clinics, Chicago, IIl. 
Fordham Hospital, Bronx, N. Y. 

Univ. of Minn. Hosp., Minneapolis 14. Minn, 


Minneapolis Gen. Hosp., Minneapolis 15, Minn. 
Minneapolis Gen. Hosp., Minneapolis 15, Minn. 
Salt Lake Co. Gen. Hosp., Salt Lake City, Utah 
Minneapolis Gen. Hosp., Minneapolis 15, Minn. 
Northwestern Hospital, Minneapolis 7, Minn. 
Minneapolis Gen. Hosp., Minneapolis 15, Minn. 
Mayo Clinic, Rochester, Minn. 

Detroit Receiving Hospital, Detroit, Mich. 
Tacoma General Hospital, Tacoma, Wash. 
Children’s Hospital, San Francisco, Calif. 
Mercy Hospital, Chicago, II. 

1204 Upton Ave. N., Minneapolis 11, Minn. 
Univ. of Minn. Hosp., Minneapolis 14, Minn 


Mayo Clinic, Rochester, Minn. 

St. Louis City Hospital, St. Louis, Mo. 
Univ. of Minn. Hosp., Minneapolis 14, Minn 
Wesley Memorial Hospital, Chicago, II. 
Deriver General Hospital, Denver, Colo. 

St. Joseph’s Hospital, St. Paul 2, Minn. 
Minneapolis Gen. Hosp., Minneapolis 15, Minn 
3423 Harriet Ave. S., Minneapolis 8, Minn. 
Minneapolis Gen. Hosp., Minneapolis 15, Minn 
2924 18th Ave. N., Minneapolis, Minn. 
Veterans Hospital, Minneapolis 6, Minn. 


3028. E. Superior St., Duluth 5, Minn. 

829 8th St. S., Minneapolis 4, Minn. 

Ancker Hospital, St. Paul 1, Minn. 
Fairmont, Minn. 

4239 Crocker Ave., Minneapolis 10, Minn. 
400 S. Washington St., New Ulm, Minn. 

901 E. Sth St. St. Paul 6, Minn. 

3056 N. Cramer St., Milwaukee 11, Wis. 
4249 Dupont Ave. N., Minneapolis 12, Minn. . 
Glen Lake Sanitorium, Oak Terrace, Minn. 
Walnut Grove, Minnesota 

20 10th St. N. E., Rochester, Minn. 
Receiving Hospital, Detroit, Mich. 

U. S. Marine Hospital, Detroit 15, Mich. 
Univ. Hosp., Univ. of Mich., Ann Arbor, Mich 
Colorado General Hospital, Denver, Colo. 
Milwaukee County Hospital, Milwaukee, Wis. 
Minneapolis Gen. Hosp., Minneapolis 15, Minn. 
Milwaukee County Hospital, Milwaukee, Wis 
2292 Carter Ave., St. Paul 8, Minn. 

St. Luke’s Hospital, Duluth, Minn. 

Univ. of Minn. Hosp., Minneapolis 14. Minn 
Fordham Hospital, New York, N. Y. 

Ohio State University Hosp., Columbus, Ohio 
1504 4th St. S. E.. Minneapolis 14, Minn. 
John Sealy Hosp., U. of Texas, Galveston, Tex 
125 Oak Grove, Minneapolis, Minn. 


St. Joseph’s Hospital, St. Paul, Minn. 

4616 Wooddale Ave., Minneapolis, Minn. 
Michael Rees Hospital, Chicago, II. 
Rochester General Hospital, Rochester, N. Y. 
Albany Hospital, Albany, N. Y. 

Strong Memorial Hospital. Rochester, N. Y. 
485 Rice St., St. Paul 3, Minn. 
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PHYSICIANS LICENSED 


Name School Address 


WENTE, Harold Alois of Minn. St. Joseph’s Hospital, Milwaukee, Wis. 
WESTMAN, Charles Will . of Minn. Emanuel Hospital, Portland, Ore. 
WIERZBINSKI, Francis Albert of Minn. C. T. Miller Hospital, St. Paul 2, Minn. 
WOLFF, John Maney . of Minn. St. Mary’s Hospital, Duluth, Minn. 
WOLTER, Frederick Henry . of Minn. Ancker Hospital, St. Paul 1, Minn. 
ZELLER, Nicholas Henry of Minn. St. Mary’s Hospital, Duluth 5, Minn. 


Spee 
SSEERE 
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Reciprocity Candidates 


BLAIR, James Berl U. of Neb. M.D. 1939 Clarkson Memorial Hospital, Omaha, Neb 
BROWN, Hugh Sharp Med. Col. Va. M.D. 1943 Mayo Clinic, Rochester, Minn. 
GLENN, William Vincent U. of Neb. M.D. 1940 Mayo Clinic, Rochester, Minn. 
IVINS, "John Cyrus U. of Neb. M.D. 1939 Mayo Clinic, Rochester, Minn. 


PHYSICIANS LICENSED MAY 3, 1946 
April Examination 


ANDERSON, Donald Carl . of Minn. 


BURLEIGH, John Sullivan . of S. Calif. 
CALIN, Stanford Hartley . of Minn. 
COLLETT, Robert Waterman . of Kans. 
EBERLEY, Tobe Sommers . of Minn. 


Lamberton, Minn. 


Luverne, Minn. 

Denver General Hospital, Denver, Colo. 
Mayo Clinic, Rochester, Minn. 

Perham, Minn. 


FAULCONER, Albert, Jr. . of Kans. 


Mayo Clinic, Rochester, Minn. 
FREEMAN, Donald Wilmer . of Minn. i 


1527 E. River Terrace, Minneapolis 14, 


FRIESEN, Stanley Richard U. of Kans. 
FRETHEM, Ardelles Alien . of Minn. 
GIBSON, Dunbar Porter Howard Univ. 
HAYES, Elmer Russell Baylor Univ. 
HEALY, Joseph Patrick Creighton U. 
HEWITT, Charles Christian VU. of Minn. 
JOHNS, Sylvia Maury U. of Texas 
KEATING, John Urich es U. 
KINPORTS, Edward Backus , + a 
KOLLER, Robert Louis U. of Minn. 
KULLAND, Roy Emmanuel Baylor U. 
LaFOND, Edward Marcus U. of Minn. 


Univ. of Minn. Hosp., Minneapolis 14, 
Minneapolis Gen. Hosp., Minneapolis 15, : 
424 a Bank Bldg., St. Paul 1, Minn. 
Univ. of Minn, Hosp., Minneapolis 14. Minn. 
3328 N. 44th Ave., Omaha, Neb 

Christmas Lake, Excelsior, Minn. 

Mayo Clinic, Rochester, Minn. 

Mayo.Clinic, Rochester, Minn. 

439 Third St., International Falls, Minn. 

St. Joseph’s Hospital, St. Paul, Minn. 

701 Summit Ave., St. Paul 5, Minn. 

Fairview Hospital, Minneapolis 6, Minn. 
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LAMPERT, Elmer Graham Loyola U. 
LAW, Stanley Guy U. of Chicago 
Rush. Med. Col. 
LOYD, Earl Lavon U. of Kans. 
LUNDELL, Carl Lamberg U. of Minn. 


Mayo Clinic, Rochester, Minn. 
1409 Willow St., Minneapolis 4, Minn. 


Mayo Clinic, Rochester, Minn. 
a Granite Falls Clinic, Granite Falls, Minn. 
1946 Miller Hospital, St. Paul 2, Minn. 
1945 Virginia Lane, Billings, ‘Mont. 
1945 1600 Ashland Ave., St. Paul 5, Minn. 
1943. Mayo Clinic, Rochester, Minn. 
1939 Mayo Clinic, Rochester, Minn. 
1937. 728 22nd St., San Francisco 7, Calif. 
1943 Mayo Clinic, Rochester, Minn. 
1941 St. Cloud Clinic, St. Cloud, Minn. 
1941 816 LaSalle Bldg., Minneapolis 2, Minn. 
. 1945 328 E. Henn., Rm. 205, Minneapolis 14, Minn. 
. 1939 Mayo Clinic, Rochester, Minn. 
a4 228 E. Huron St., Chicago 11, IIl. 
194, 


1943. Mayo Clinic, Rochester, Minn. 
1942 Mayo Clinic, Rochester, Minn. 


McCOOL, Robert Francis St. Louis U. 
MOVIUS, Andrew M. U. of Minn. 
MUNDAHL, Harold Russel! Marquette U. 
O’BRIEN, Raymond Wilson U. of Kansas 
PELTZER, Wesley Eugene U. of Ill. 
SCHROEDER, Mellgren Cuyler 7 U. 
SL AUGHTER,. Owen Leroy U. of 
STENERODDEN, Sidney Clinton Rush Mea. Col. 
STENNES, John Lowell Wash. U., Mo. 
TOWNE, Russel Edward St. Louis U. 
WALSH, Alvin Cyril U. of Manitoba 
WARKENTIN, John Northwestern U. 


eeees Se eeee eee ee eee eee RRR ERE 


WILLIAMS, Russell Ross, Jr. Ohio State U. 
WOOLNER, Lewis Benjamin Dalliousie U. 


andidates 


1942 Hoffman, Minn. 
1935 Mayo Clinic, Rochester, Minn. 
1938 Mayo Clinic, Rochester, Minn. 
1929 Emerson Clinic, E. 7th & Mounds Blvd. St. 
Paul, Minn. 
Box 389, Alden, Minn. 
101 7th. Ave. S., St. Cloud, Minn. 
Mayo Clinic, Rochester, Minn. 
Mayo Clinic, Rochester, Minn. 


Reciproci 


CAIN, James Henry U. of Okla. 
CORBIN, Kendall Brooks Stanford U. 
DC )RNBERGER, George Raymond U. of Neb. 

FISHER, Dan William U. of Mich. 


HANSEN, Theodore Marcus U. of Neb. 
HILDEBRAND Carl Herbert, Jr. U. of Neb. 
KUMPURIS, Frank Gus. Tulane U. 
PARKE, Fred Ford Northwestern U. 
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PHYSICIANS LICENSED 


Name School ' Address 


TEICH, Kenneth William U. of Neb. M.D. Duluth Clinic, 205 W. 2nd St., Duluth 2, 
WEISBERG, Raphael Joseph U. of Minn. ea Univ. of Minn. Hosp., Minneapolis 14, 
WRIGHT, Robert Raymond Northwestern U. M.B. Austin Clinic, 209 W. Mill St. Austin, Minn, 


M inn. 
Minn. 


National Board Candidates 


BUSSE, Edwin Arthur Boston U. M.D. 1942 4400 W. 44th St., Minneapolis 10, Minn. 
DOUGLAS, John Munroe Duke Univ. . 1939 Mayo Clinic, Rochester, Minn. 
GROSKLOSS, Howard Hoffman Yale U. .D. 1935 735 Med. Arts Building, Minneapolis 2, 
McCONAHEY, Wm. McConnell, Jr. Harvard U. .D. 1942 Mayo Clinic, Rochester, Minn. 
MOERSCH, Robert Urban U. of Pa. -D. 1944 710 9th Ave. S. W., Rochester, Minn. 
SEKHON, Mohan Singh U. of Minn. -B. ng 1533 Como Ave., St. Paul 4, Minn. 
Dd. 1 

SHELLITO, John Gardiner Northwestern U. M.B. 1942 Mayo Clinic, Rochester, Minn. 

M.D. 1943 


PHYSICIANS LICENSED JULY 12, 1946 
June Examination 


ANDERSON, James John U. of Alberta 
ANDERSON, Margaret Connor U. of Manitoba 
ANDERSON, Russell Edward Syracuse U. 
ARHELGER, Stuart Waldo U. of Wis. 
BARGER, James Daniel U. of Pa. 
BARONOFSKY, Ivan Donald Marquette U. 
BEAHRS, Oliver Howard Northwestern U. 


BREITENBUCHER, Robt. Bertram U. of Minn. 
BROKER, Henry Michael Marquette U. 
CROSS, Frederick Samuel Western Reserve 
DeEWEERD, James Henry U. of Mich. 
DODDS, William Clark U. of Minn. 


ELLISON, Ellis U.-of Minn. 
FINK, James Russell Loyola U. 
FORD, John Laurence Marquette U. 
FORSGREN, Arthur Lawrence U. of Minn. 


FRIEDMAN, Jack 
GARSKE, George Leo . of Minn. 


U 

U 
GROOM, Dale Med. Col. of Va. 
HANSEN, Robert Edward U. of Minn. 

U 

U 

U 


1941 Miller Hospital, St. Paul 2, Minn. 

1938 Fairview Hospital, Minneapolis, Minn 

1939 Mayo Clinic, Rochester, Minn. 
916 Medical Arts Building, Duluth, Minn. 
Mayo Clinic, Rochester, Minn. 
Univ. of Minn. Hosp., Minneapolis 14, Minn, 
Mayo Clinic, Rochester, Minn. 
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Univ. of Minn. Hosp., Minneapolis 14, Minn. 
208 8th St. So., St. Cloud, Minn. 

2284 W. Lk. of Isles Bivd., Mpls. 5, Minn. 
Mayo Clinic, Rochester, Minn. 

St. Luke’s Hospital, Thief River Falls, Minn. 


Minneapolis Gen. Hosp., Minneapolis 15, Minn. 
2501 W. Deyon Ave., Chicago, IIl. 

600 W. Redwood St., Marshall, Minn. 

1299 Seminary, St. Paul, Minn. 


Ancker Hospital, St. Paul, Minn. 
4949 Colfax Ave: So., Minneapolis 9, Minn. 


. of Ill. 


Mayo Clinic, Rochester, Minn. 
St. Mary’s Hospital, Duluth, Minn. 


HENEGAR, George 
HILKER, Marcus Dudley 


HOON, James Richard . of Pittsburgh 
HUNT, Van William U. of Chicago 
JOHNSON, Benjamin Hardy, Jr. Northwestern U. 


HNSON, Merton Ardell Loyola U. 
LSEN, Robert August U. of Minn. 


KEVERN, Jay Leland U. of Minn. 
KRAWCZYK, Henry Joseph U. of Minn. 


KRUCHEK, Thomas Francis Creighton U. 
LALLY, James j. Northwestern U. 


LEE, Jack Bennett U. of Texas 
LEWIS, Charles William U. of Minn. 


. of Ii. 
. of Minn. 


— 
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Mayo Clinic, Rochester, Minn. 
634 Hamm Building, St. Paul, Minn. 


Mayo Clinic, Rochester, Minn. 
Mayo Clinic, Rochester, Minn. 
Mayo Clinic, Rochester, Minn. 


Route No. 1, Maple Plain, Minn. 
Pipestone, Minn. 


M. 
M 
M. 
M 
M. 
M. 
M. 
M 
M. 
M 
M. 
M. 
M 
M. 
M. 
M 
M. 
M. 
M 
M 
M. 
M 
M. 
M. 
M. 
M 
M. 
M. 
M 
M. 
M 


10830 So. Pacific Hwy., Seattle 88, Wash. 
1217 5th St. N. E., Minneapolis, Minn. 


St. Mary’s Hospital, Minneapolis, Minn. 
Mayo Clinic, Rochester, Minn. 


Mayo Clinic, Rochester, Minn. 
Henning, Minn. 


LISTER, Kenneth Evan U. of Iowa 
MACH, Ralph Franklin U. of Mian. 


MAERTZ, Richard William Creighton U. 
MASLER, Sherman U. of Minn. 


5043 41st Ave. So., Minneapolis 6, Minn. 
New Prague, Minn. 


658 Grand Ave., St. Paul, Minn. 
Veterans Hospital, Minneapolis 6, Minn. 


McBEAN, James Blish Chicago U. 
McGRAW, John Phillip U. of Colo. 
MEDLIN, Charles Fred U. of Minn. 


Mayo Clinic, Rochester, Minn. 
6020 4th Ave. So., Minneapolis, Minn. 
Truman, Minn. 
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Name 


MORRIS, Donald Shonk 
NERENBERG, Samuel Theodore 


NIGRO, Joseph Albert 
NIXON, James Barron 


PARKIN, Thomas William 


PFUETZE, Max Ensign 
RANG, Robert Halter 
REMSBERG, Robert Raymond 
RYDLAND, Arne Daniel 
RYNDA, Edwin Roger 
SALASSA, Robert Maurice 
SCHMID, John Frederic 


SHARICK, Paul Robert 


SMITH, Franklin Robert 
STAM, — 

STEVENS, John Edgar, Jr. 
STIMAC, Emil Michael 


STONE, Norman Francis 
STRAND, Sherman O’Neil 


STUERMER, Ha Walter 
THORSEN, David Stuart 


WINCHESTER, Wm. Wellington 


BIGLER, Earl Edward 


BLOEMENDAAL, Edwin John 
Gerald 

CLARK, Ivan Thomas 

COLBERT, Lawrence Desmond 

HAMMER, Raymond W. 


HASTINGS, Donald Wilson 
JACOBSON, Ferdinand Carl 


KOSZALKA, Michael Francis 
MAREK, Frank Henry 
NELSON, Glenn Edward 
NICKERSON, John Roger 
O'NEAL, Ruth 

PERRY, Edward Louis 
PETERSON, John Robert 
PIERCE, Paul. Preston 
SMITH, Oscar Orton, Jr. 
SMITH, Theodore Sprague 
SUMMERS, Joseph Stewart, Jr. 
VAUGHAN, Luther Matthews 
WEST, Harriet Katherine 
WITTROCK, Louis Henry 


BAILEY, Joseph Augustine 
DU SHANE, James William 
EDWARDS, Jesse Efrem 
FLEESON, William 


FRIEFELD, Saul 

GRULEE, Clifford Grosselle 
HATCHER, Albert Crow 
McAFEE, George Deshon 


MYHRE, James Gifford 
January, 1947 


. U. of Kans. 


‘Creighton U. 


PHYSICIANS LICENSED 


School 


Med. Col. of Va. M.D. 
U. of Minn. 


So 


St. Louis U. 
U. of Minn. 


s 
b 
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Northwestern U. 


Indiana U. 
U. of Kans. 
Marquette U. 
Loyola Univ. 
Indiana Univ. 
U. of Minn. 


U. of Minn. 


Marquette U. 
U. of Iii. 

Med. Col. of Va. 
U. of Minn. 


. of Minn. 
. of Minn. 
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. of Ill. 
. of Minn. 
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. of Chicago 
ush Med. Col. 


MD. 


Address 


Mayo Clinic, Rochester, Minn. 
Veterans Hospital, Knoxville, Iowa 


Mayo Clinic, Rochester, Minn. 
519 1st St. S. W., Crosby, Minn. 


Mayo Clinic, Rochester, Minn. 


Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 
Valentine Clinic, Tracy, Minn. 
Crookston, Minn. 

U. S. Vet. Adm., Fac., St. Cloud, Minn. 
Mayo Clinic, Rochester, Minn. 
Veterans Hospital, Minneapolis, Minn. 


2328 4th Ave. W., Hibbing, Minn. 


Mayo Clinic, Rochester, Minn. 

953 Medical Arts Bldg., Minneapolis 2, Minn. 
Mayo Clinic, Rochester, Minn. 

1512 10th St. So., Virginia, Minn. 


91 N. 16th St., Minneapolis 3, Minn. 
538 Snelling Ave. No., St. Paul 4, Minn. 


4808 Nicollet Ave., Minneapolis 9, Minn. 
3536 Edmund Blvd., Minneapolis, Minn. 


Mayo Clinic, Rochester, Minn. 


Reciprocity Candidates 
Northwestern U. Le 


o 


U. of Iowa MD. 


Ohio U. 
Wayne U. 


U. of Wis. 
U. of Chicago 
Rush Med. Col. 


Georgetown 
Tulane U. 
Marquette U. 
Western Res. 
Med. Col. of Va. 
U. of Wis. 
Marquette U. 
Harvard U. 
Med. Col. of Va. 
U. of Oregon 
Washington U. 
Tulane U. 

U. of Okla. 
Marquette U. 


SSSSSES5E55555 SS REESE 
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1934 
1936 
1936 


1941 
1942 
1940 
1941 
1934 
1936 


1938 


221 E. 4th St., Claremont, Okla. 
Lake Park, Minn. 


824 Medical Arts Building, Duluth, Minn. 
Royal, Iowa 
Mayo Clinic, Rochester, Minn. 


126 Millard Hall Univ. of Minn., Mpls., Minn. 
St. Luke’s Hospital, Duluth 5, Minn. 


2301 Arthur St. N. E., Minneapolis 13, Minn. 
Mayo Clinic, Rochester, Minn. 

Box 55, Fairfax, Minn. 
Heron Lake, Minn. 
Mayo Clinic, Rochester, 
Mayo Clinic, Rochester, 
Mayo Clinic, Rochester, 
Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

3749 17th Ave. So., Minneapolis 7, Minn. 
Dept. of Radiology, Univ. Hosp., Mpls., Minn. 
Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

Watkins, Minn. 


Minn. 
Minn. 


Minn. 


National Board Candidates 


M.D. 
M.D. 
M.D. 
M.D. 


Georgetown U. 
Yale U. 

Tufts 

Yale U. 


McGill U. 
Northwestern U. M. 
Northwestern U. M. 


1944 
1937 
1935 
1942 


. 1940 
. 1938 
. 1942 


. 1943 


Geo. Wash. U., 
2. €. 
Temple U. 


. 1941 
. 1942 


Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

Loring Medical Bldg., 1409 Willow St., Minne- 

apolis 4, Minn. 

Wadena, Minn. 

Dept. of Ped., U. Hosp., Minneapolis 14, Minn. 
Mayo Clinic, Rochester, Minn. 


NPBA Hosp., 1515 Charles, St. Paul, Minn. 
3053 Jersey Ave., Minneapolis 16, Minn. 





PHYSICIANS LICENSED 


Name School Address 


SMITH, Carol Kander New York U. M.D. 1942 5621 41st Ave. So., Minneapolis 6, Minn 
SMITH, Marcus Joel Long Island Col. M.D. 1942 5621 41st Ave. So., Minneapolis 6, Minn 
SORENSEN, Roy Warren Col. Med. M.D. 1944 R.R. No. 3, Wayzata, Minn. 

Evangelists 
WHITE, Neil Kenneth U. of Minn. Ea Ly Mayo Clinic, Rochester, Minn. 


PHYSICIANS LICENSED NOVEMBER 8, 1946 
October Examination 


ALCORN, William john U. of Minn. 1943 5829 Pleasant Ave., Minneapolis, Minn. 


1943 
ASHE, William McLellen U. of Rochester 


1943. Mayo Clinic, Rochester, Minn. 
BARBER, Tracy Ezra, Jr. Temple U. 1943 802 Park Ave. Austin, Minn. 
BERRIS, Barnet U. of Toronto 


1944 Box 45, Univ. Hosp., Minneapolis, Minn 
BROOKER, Warren Jay U. of Iowa 


St. Luke’s Hospital, Duluth, Minn. 

BROOKS, Lowell M. U. of Louisville Mayo Clinic, Rochester, Minn. 

CARDY, James de Vic U. of Alberta Dept. of Path., Univ. of Minn., Mpls., Minn. 
CARTER, James Wm., Jr. U. of Texas Mayo Clinic, Rochester, Minn. 
CHISHOLM, Tague Clement Harvard U. 308 Phys. & Surg. Bldg., Minneapolis, Minn. 
CONNERY, David Bradford U. of Pa. Mayo Clinic, Rochester, Minn. 
CUNNINGHAM, Ernest Samuel, Jr. U. of Texas Mayo Clinic, Rochester, Minn. 

ECKLES, Nylene Elvira U. of Minn. 


318 Harvard S. E., Minneapolis, Minn. 
EKSTRAND, Leroy Magnus U. of Il. 


108 E. 2nd St., Wabasha, Minn. 
FOSTER, Orley Walter U. of Minn. 1149 Medical Arts Bldg., Minneapolis 2, Minn 
FRIDEN, Frank Joseph U. of Minn. 


1705 St. Clair Ave., St. Paul 5, Minn. 


2 
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GAY, James Rowland Johns Hopkins 
GENTLING, Allen Archibald Louisiana U. 
HALLIDAY, Phillip Vernon U. of Minn. 


HASSKARL, Walter Frederick, Jr. U. of Texas 
HEADLEY, Nathan Edwin Ohio U. 
HIGHTOWER, Nicholas Carr, Jr. U. of Texas 
HOSKINS, Tames Howard U. of Ill. 
KOFF, Sheldon U. of Minn. 


KORUM, Lyle W. U. of Minn. 


KUIPER, Klaire Van Zanten Rush Med. Col. 
LANDRY, Rudolph Matas Tulane U. 
LERNER, Abraham Ross U. of Manitoba 
LUELLEN, Thomas Joseph U. of Kans. 
McLAUGHLIN, Blaine Edmund  U. of Syracuse 
MUNSON, Martin Sigfred U. of Minn. 
PRATT, William Coleman Wash. U. 
RAMSEY, William Horn II Temple U. 
RUFF, Curtis Cleaver U. of Pa. } 
SEILER, Hawley Howard Med. Col. of Va. M. 
SIEDENBURG, Richard Henry St. Louis U. 
SIEGEL, Sheldon Colman U. of Minn. 
SKOOG-SMITH, Anton William . of Minn. 


SMITH, Marie Anne . of Til. 
STARK. David Berkeley J. of Toronto 
STAUFFER. Maurice Havelyn . of Kans. 
VAN PATTER, Ward U. of West. Ont. 
WARREN, WARD B Indiana U. 
WENZEL, Ralph Erhart Northwestern U. 


WHITESELL, Frank Bean, Jr. Georgetown. U. 
ZIEVE, Leslie U. of Minn. 


Mayo Clinic, Rochester, Minn. 
Mayo Clinic, Rochester, Minn. 
518 No. 12th St., Virginia, Minn. 


Mayo Clinic, Rochester, Minn. 
Mayo Clinic, Rochester, Minn. 
Mayo Clinic, Rochester, Minn. 
5408 Elliott Ave. So., Minneapolis, Minn. 
2214 4th Ave. No., Minneapolis 5, Minn. 


5432 Bryant Ave. So., Minneapolis, Minn 


Vet. Adm. Hosp. N.P. Staff, Mpls. 6, Minn 
Mayo Clinic, Rochester, Minn. 

3755 Joppa Ave., St. Louis Park, Mpls., Minn 
Mayo Clinic, Rochester, Minn. 

453 Winona St., Winona, Minn. 

St. Luke’s Hospital, Duluth, Minn. 

Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

2154 Randolph, St. Paul, Minn. 

3518 Nicollet Ave., Minneapolis 8, Minn. 
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Glenwood Hospital, Minneapolis, Minn. 
Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

Albert Lea, Minnesota 


eleleleje)-)--lejejelej~]-jelo)~) 


Mayo Clinic, Rochester, Minn. 
317 S. E. 4th St., Minneapolis, Minn. 
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andidates 


1937. 1118 Lowry Med. Arts Bldg., St. Paul, Minn. 
Linn 805 W. Yakima Ave., Yakima, Wash. 

. 1938 U. of -Minn. Med. School. Minneapolis, Minn. 
1940 Mayo Clinic, Rochester, Minn. 

1940 2101 29th Ave. S., Minneapolis 6, Minn. 
1943 Veterans Hosp., Bldg. 3. Minneapolis, Minn. 
1940 Kings Co. Hospital, Brooklyn, N.. Y. 

1943 Mayo Clinic, Rochester, Minn. 


Reciproc: 


ADLER, Benard Charles Wash. U., Mo. 
ANGLAND, Thomas Anthony U. of Minn. 


ANTHONY, Russell Albert U. of Texas 
BOYLAN, Richard Nelson Northwestern U. 
CULLEN, Richard Corbin U. of Neb. 
DETIEN. Edward Donald U. of Wis. 
DEWEESE, Wilford Joel U. of Neb. 
ECKSTAM, Eugene Emanuel U. of Wis. 
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PHYSICIANS LICENSED 


Name 


FORSYTHE, Robert Wallace 
GATES, Edward Martin 
GRAMSE, Arthur Edward 
GROSS, John Burgess 
HAMILTON, C. Ferrill 
HEISE, Philip von Rohr 
JOHNSON, Marcellus A. III 
JOHNSON, Richard Moltzen 
ONDAHL, Willis Holder 
IEFER, Edward Jern 
LOUGH, Roger Robert 
MABON, Robert Ford 
McCREIGHT, William George 
McGAVIC, John Samuel 


OLCOTT, Eugene Diebold . of Louisville 
OLSON, Oscar Charles . of Wis. 
OWEN, Charles Archibald, Jr. . of Iowa 
POSEY, Ernest Leonard, Jr. Tulane U. 
RATKE, Henry Victor Jefferson 

Med. Col. 
RESCH, Joseph Anthony U. of Wis. 
RUDOLPH, Frank Alvin U. of Vermont 
SEXTON, Thomas Scott U. of Maryland 
SHORT, Charles Augustus, Jr. Northwestern U. 


SKOUGE, Oren Tenner 
VAN HERIK, Martin 
VOLLMER, Frederick John 
WASHKO, Peter John 
WENDLAND, John Prentice 


Address 


Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

259 E. Broadway, Winona, Minn. 

Mayo Clinic, Rochester, Minn. 

Slayton, Minn. 

Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

Winona, Minn. 

Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

c/o Mr. John D. M. Hamilton, Union League, 
Philadelphia, Pa. 

Mayo Clinic, Rochester, Minn. 

1305 12th Ave. N. E., Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 


Western Reserve 
St. Louis U. 

U. of Ark. 

U. of Va. 

U. of Neb. 
Tulane U. 
Marquette U. 
Syracuse U. 
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5248 46th Ave. S., Minneapolis, Minn. 
805 W. 3rd St., Red Wing, Minn. 
Mayo Clinic, Rochester, Minn. 

Mayo Clinic, Rochester, Minn. 


4416 Zenith Ave. No., Robbinsdale 12, Minn. 
Mayo Clinic, Rochester, Minn. 
172 Main St., Winona, Minn. 
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Internal Derangement of the Knee 
(Continued from Page 44) — 


ing due to pain and lack of use will occur but, 


barring ankylosis of the knee which results from 
severe postoperative infection, stiffness of the 
knee does not occur after operation. It is our 
duty as physicians to dispel the still prevalent 
opinion among both laymen and physicians that 
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letting the synovial fluid off the knee will cause 
stiffness. 
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THE SURGICAL APPROACH TO RENAL AND 
OTHER RETROPERITONEAL TUMORS 


THEODORE H. SWEETSER, M.D. 
Minneapolis, Minnesota 


Abstract 


Three factors are especially important in the surgical 
approach to any malignant tumor. First it must allow 
exposure and division of: the veins and lymphatics be- 
fore any tumor cells can be squeezed into them by oper- 
ative manipulation. Secondly the approach must give 
the best possible exposure of the tumor and its sur- 
roundings in order to allow better hemostasis and more 
accurate dissection. Thirdly and less important, over- 
lying tissues and neighboring organs should be dam- 
aged as little as possible. Damage to nerve trunks -is 
most serious because of the consequent muscle paralysis. 
Damage to the neighboring intraperitoneal organs and 
to the patient’s general functions is also serious and 
may be caused by prolonged exposure and by the ma- 
nipulation of packs and retractors. 


Operation for any mass in the kidney or retroperi- 
toneal tissues should be undertaken with recognition of 
the possibility of malignancy and with adequate prepara- 
tion and draping of the field. Malignancy being often 
in question, exploration is begun through an oblique 
incision in the flank, and only when malignancy is dem- 
onstrated is the incision extended as described. 


In cases of malignancy (on the right side, for ex- 
ample) the oblique incision is extended parallel to and 
between the eleventh and twelfth dorsal nerve trunks 
across the right rectus muscle about halfway between 
the navel and the symphysis pubis and extended thence 
upward close to the median line to the xyphoid. The 
large triangular flap is lifted laterally and upward over 
the retracted right rib margin. With sufficiently ex- 
tensive skin preparation beforehand, the entire inci- 
sion is made easily while the operator remains in the 
usual position behind the patient. Using the extra- 
peritoneal layer of fat as a line of cleavage, the peri- 
toneum is pushed aside unopened. The left abdominal 
wall and abdominal contents enclosed in peritoneum fall 
away by gravity toward the patient’s left, exposing the 
right renal vessels with very little retraction. We have 
been astounded at the good exposure and ease of ap- 
proach to the renal vessels without manipulation of the 
kidney. We also have been pleased by the prompt, strong 
healing of the wound. 

The incision described above preserves the nerve sup- 





Abstract of paper to be published in Journal of Urology. 
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ply of all the abdominal muscles. The unopened peri- 
toneum helps in control and retraction of the intraperi- 
toneal organs and protects them from infection and 
damage by evaporation and by trauma of packs and re- 
tractors. The lateral posture of the patient and shape 
of the flap result in better exposure than any other 
approach because the abdominal contents drop away 
toward the opposite side with little or no need for re- 
tractors, and the area of the renal vascular pedicle 
comes well up into the wound for accurate and adequate 
primary treatment. 

In cases of papillary carcinoma of the renal pelvis 
or ureter, one should deal with the lower end of the 
ureter and ureteral orifice even before dealing with the 
renal vascular pedicle. That can be done easily with 
the approach described by extending the midline part 
of the incision downward to the symphysis as well as 
upward. That allows one to reach the lower ureter at 
least as easily as by the midline suprapubic incision 
of Monsarrat. As suggested by Hugh Cabot in his paper 
in 1925, there are other conditions in which the advan- 
tages of unusually good operative exposure will recom- 
mend this approach. I would recommend it particu- 
larly for certain cases of tuberculosis and calculous 
pyonephrosis wherein extensive inflammatory reaction 
and fibrosis make protection of neighboring organs par- 
ticularly difficult. : 


Discussion 


Dr. STANLEY R. MAxEINER: I talked to Doctor 
Sweetser about this incision, anticipating its use in a 
case of hypernephroma. Subsequently I used it with 
great satisfaction. I could only suggest that the lower 
end of the incision be curved instead of a sharp angle 
as the curved flap will undoubtedly heal better than 
will a sharp-angle flap. Those who observed the use 
of the incision stated that it was nearer an autopsy ex- 
posure than anything they had ever seen. I have sub- 
sequently examined the patient and he had primary 
healing with a completely competent scar. 


TRANSTHORACIC GASTRECTOMY 
Case Report 


STANLEY R. MAXEINER, MLD., F.A.C.S. 
Minneapolis, Minnesota 


Carcinoma of the cardiac portion of the stomach has 
until recently been extremely resistant to surgical at- 
tack. The abdominal approach has been very difficult 
and too often productive of poor end results. Only in 
recent years has it been attacked transthoracically and 
transdiaphragmatically. This approach has been made 
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safer by the use of endotrachial anesthesia which per- 

mits compression or expansion of the lung at will. 
Ohsawa®, about 1933, performed three transthoracic 
gastrectomies but none survived. It was not until 1938 
that Adams and Phemister! reported the first successful 
transthoracic resection of the distal end of the esophagus 
and cardiac portion of the stomach with esophagogas- 
trostomy. This patient was reported well without recur- 
rence thrce years and four months later. Ochsner and 
DeBakey® performed the first similar operation for car- 
cinoma of the stomach. 

This operation has now been popularized by Phem- 
ister, Garlock, Ochsner and DeBakey, Sweet, Clagett 
and others. The early mortality was very high but with 
increasing experience and greater advancements in tech- 
nique, it has been reduced so that it now compares 
favorably with similar surgery via the abdominal route. 

Bradshaw and O’Neill? report a mortality rate of 
46.6 per cent in approximately fifty-six patients so 
treated. Garlock* in four years explored twenty-five 
patients with adenocarcinoma of the pars cardia. Nine 
were found operable, that is, 36 per cent. There was no 
mortality in the inoperable group and the nine operable 
patients .received radical surgery with four deaths, that 
is, 44.4 per cent mortality. Garlock states that from 
their experience and that of others, a patient with a 
resectable carcinoma of the pars cardia has a 60 per 
cent chance of surviving the operation and then an 80 
per cent chance of living two years or more. Clagett® 
reports fifty-seven transthoracic operations on the cardia 
and lower esophagus, of which twenty-four were found 
to be inoperable and thirty-three underwent resection. 
There were no deaths among the explored cases; and 
of the thirty-three who underwent radical resection, five 
died, a mortality of about 15 per cent. Thus, the mor- 
tality of transthoracic gastric operations in his hands 
does not carry a much greater mortality than carcino- 
mata of the stomach approached via the abdominal route. 
He states that carcinoma of the cardia occurs in about 
10 per cent of all carcinomata of the stomach and that 
33 to 60 per cent of carcinomata of the esophagus 
occur in its lower third. 

Because of the fact that carcinoma of the cardia 
spreads upward toward and into the esophagus and that 
the reverse is true of carcinoma of the esophagus, both 
lesions are usually discussed together. There ‘is no 
block which limits the spread of the disease as occurs 
at the pylorus. Lesions in this area may require resec- 
tion of both the stomach and the esophagus, which re- 
quirement demands that they be approached transtiso- 
racically E 

The diagnosis of carcinoma is usually made by x-ray 
#examinations. Clinical signs and symptoms may not even 
suggest the presence of a gastric lesion, but dysphagia 
suggests a lesion in the esophagus or one in the cardia 
extending into the esophagus. The gastroscope is prob- 
ably least valuable in lesions of the cardia, but in the 
esophagus it may determine the exact area of involve- 
ment and, through biopsy, the character of the growth. 
Lahey has for years advised exploration of gastric le- 
sions of doubtful character. Bradshaw and O’Neill? 
strongly endorse the recommendation of Ochsner and 
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DeBakey that exploration of this obscure area of the 
stomach is even more imperative. Several writers on this 
subject recommend preliminary exploration through an 


- abdominal incision but Clagett? states that extension of 


carcinoma of the cardia.above the diaphragm can be 
determined and surgically removed only through a 
transthoracic incision. On the other hand, the extent 
of the involvement of the liver and regional glands and 
the degree of fixation which determine the operability 
of a carcinoma are just as easily detected through an 
incision in the diaphragm, with no greater hazard. A 
preliminary abdominal exploration in the presence of a 
resectable lesion means two operations or two incisions 
at one operation and constitutes an unnecessary added 
load on a patient who is already a’substandard risk. 

Preliminary preparation of the patient implies a com- 
plete evaluation of his examination reports which might 
contraindicate surgery. Transfusions, high protein diet, 
vitamins, intravenous fluids, et cetera, should be used 
to counteract the effect of weight loss, dehydration, 
debility and anemia. Sulfa drugs and penicillin are 
favored preoperatively by some. This preparation and 
careful study demands adequate preoperative hospitaliza- 
tion. 


The subject of anesthesia for thoracic surgery will 
be left for the discussion of our specialist in that field, 
Dr, Ralph Knight. 

The technique of transthoracic resection of the cardia 
and lower end of the esophagus is not yet standardized, 
but certain fundamental principles are universal. 

After the induction of anesthesia and the introduction 
of the endotrachial tube the patient is placed on his 
right side and his position well secured by pillows, 
sand bags and straps or wide adhesive tape. The left 
arm should be anchored to a frame at the head of the 
table. Intravenous needles of competent size should be 
introduced and the solution kept dripping so that fluid 
and blood may be given as indicated throughout the 
entire operation. A catheter with suction is retained 
in the esophagus to prevent gastric content from enter- 
ing the pharynx and lungs. The chest area should be 
prepared widely and draped. 

A long incision is made over the ninth rib which is 
removed subperiosteally from the cartilage anteriorly 
well back to the spine. The pleura is opened and the ribs 
widely spread apart and, if necessary, the seventh and 
eighth ribs may be divided posteriorly to increase the 
exposure. The lung is permitted to collapse partially 
and is retracted into the upper chest. The diaphragm 
may be paralyzed temporarily by injection of the left 
phrenic nerve as it traverses the lateral: wall of the 
pericardium. Involvement of the esophagus, mediastinal 
regional glands or pleura can be determined by palpa- 
tion and vision. The diaphragm is next incised radially 
in its dome to permit abdominal exploration. Vision of 
adjacent stomach and peritoneum is now possible and the 
examining hand may be passed through the rent in the 
diaphragm and the stomach, liver, regional glands, 
omentum, et cetera, palpated or visualized. Exploration 
should determine the operability of the carcinoma and 
if the lesion is inoperable the diaphragm is sutured 
and the chest closed. If the lesion is found to be re- 
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sectable, the rent in the diaphragm is enlarged so as to 
join the esophageal hiatus. The esophagus is freed 
and the upper involved area of the stomach and regional 
glands are liberated. As in any other gastric resection 


Fig. 1. X-ray shows an extensive carcinoma, 
causing a large filling defect in the pars cardia 
of the stomach. 


it may be advantageous to include the spleen, omentum 
and part of the tail of the pancreas in the mass re- 
moval. The stomach is clamped below the growth and 
closed completely. Although the stomach has unusual 
vascularity, one must be alert not to devascularize it 
entirely. The right gastroepiploic surely and the right 
gastric artery if possible should be preserved. The 
esophagus is divided above the upper limits of the 
lesion. Light compression about the esophagus above 
the lesion during liberation of the stomach will prevent 
expression of gastric content into the pharynx. The 
cut-off end of the esophagus is now anastomosed with 
nonabsorbable sutures to the anterior wall of the re- 
maining part of the stomach. Free stomach is brought 
into the chest to prevent any pull on the line of suture 
and the diaphragm is closed about the stomach, to 
which it then is anchored. The tube in the esophagus 
is now passed into the stomach for the purpose of 
suction or early feeding. Two rubber tubes are intro- 
duced through stab wounds into dependent sites in the 
pleural cavity. Continual suction for a few days re- 
moves pleural fluid and induces expansion of the lung. 
Bronchoscopic aspiration at the close of the operation 
may be advisable to remove gastric content from the 
bronchi. 

Total gastrectomy, where indicated, has been per- 
formed but with almost prohibitive mortality because 
the first or second loop of jejunum often could not be 
brought up to the cutoff end of the esophagus without 
tension and subsequent leak at the line of suture. In 
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such cases Sweet? has advised ligation and division of 
the central vessels of the jejunal loop, with reliance on 
the marginal vessels for circulation. By this expedient 
a loop which could be brought through the transverse 





Fig. 2. X-ray shows the slightly dilated 
esophagus, the anastomosis to the anterior wall 
of the intrathoracic stomach and the narrowed, 
tubulated stomach which remains below the dia- 
phragm. 


mesocolon to a point only 1 or 2 centimeters above the 
diaphragm may now be brought to a level of 3 inches 
into the. chest. 

Postoperative care is very important and every effort 
is exerted to conserve the patient’s resources. Admin- 
istration of oxygen, blood transfusions, parenteral 
fluids, amino acids and vitamins are even more important 
now than preoperatively. Suction on the nasal tube and 
that on the thoracic drains is maintained. In view of the 
fact that nearly all these operations are done without 
clamps, there is some soiling; but infection is well 
borne by the pleural cavity. The liberal use of penicillin 
has greatly reduced the mortality from infection. Oral 
fluids and food are given when safety permits. 


Report of Case 


Mr. A. B., aged sixty, married and a cabinet maker 
by occupation, was a patient of Dr. Douglas Head and 
under his observation for several years. 

Family and past history is negative except that in 
January 1946, the patient fell and cracked some ribs. 

In March 1946, the patient was examined by Dr 
Head at which time he complained of cramps in the 
legs, numbness in the arms and loss of pep. A vague 
feeling of distress in the left upper quadrant became 
worse on lying down. Appetite was good. There was 
no weight loss nor change in bowel habit. The genito- 
urinary system was normal. 

Hemoglobin was 65 per cent. Gastric expression 
showed no free hydrochloric acid. Total hydrochloric 
acid was 25. Blood and pus were present. 

Roentgenograms of the gastrointestinal tract in May 
1946, showed a large mass involving the cardia of 
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stomach producing displacement of the esophagus and 
a probable very extensive carcinoma of the cardia in- 
volving the lesser curvature. 

The patient entered Asbury hospital June 4, 1946, 
where the hemoglobin was found to be 56 per cent; 
plasma proteins, 5.8 and an electrocardiogram showed 
left axis deviation. He was placed on a high protein, 
high caloric diet. Vitamins and blood transfusions were 
given. 

On June 8, 1946, a transthoracic subtotal gastrectomy 
was performed under endotrachial anesthesia given by 
Dr. Joseph Baird. The cut-off end of the esophagus was 
anastomosed with silk to the anterior wall of the stomach 
and the suction tube passed through into the stomach. 
Two rubber tubes for suction drained the pleural cavity. 
The operation time was almost six hours and he was 
given 2000 cubic centimeters of whole blood during 
the operation. The blood pressure was 142/75 on en- 
trance to the hospital, 150/80 at the start and 120/60 
at the end of the operation. The pulse remained under 
90 throughout the whole procedure. Nasal suction was 
removed in six days and he took food well. 


The specimen included 3 inches of esophagus, all of 
the lesser curvature and most of the rest of the stomach, 
well distal to the carcinoma, the spleen and a large 
piece of omentum. 


The sloughing and infected neoplasm resulted in 
increased contamination. The chest suction tubes never 
drained well and he developed a wound infection and 
later an empyema. Penicillin and sulfa were given 
freely throughout most of his convalescence. The chest 
was repeatedly aspirated and only bloody fluid obtained. 
On the twenty-fourth day the real abscess cavity was 
encountered and bloody purulent exudate yielded Gram- 
positive cocci in clusters and chains. A catheter was 
introduced through a trochar into the abscess and the 
cavity irrigated with penicillin. Thereafter recovery was 
prompt and the patient is well and working every day. 
He eats well and is gaining weight slowly. 


Note.—The patient was shown personally before the 
Society, together with x-rays before and after his opera- 
tion and numerous slides photographed from published 
articles demonstrating different methods of technique. 


References 


1. Adams, W. E., and Phemister, D. B.: Carcinoma of the 
lower end of the esophagus. Report of a successful resec- 
tion and esophagogastrostomy. J. Thoracic Surg., 7:621, 
1938 

2. Bradshaw, H. H., and O’Neill, J. F.: Surgical treatment 
of some lesions of lower esophagus and upper stomach. 
Thoracic Surg., 14:187, 1945. 

3. Clagett, O. Theron: Transthoracic resection of the cardia 
and esophagus. Texas State J. Med., 42:7-11, May, 1946. 

4. Garlock, John s Radical surgical treatment for car- 

cinoma of cardiac end of stomach. Surg., Gynec. & 

Obst., 74.555, 1942: 

Ochsner, Alton and DeBakey, Micha®™: Surgical aspects 

of carcinoma of the esophagus. J. Thoracic Surg., 10:401, 


1940-41. 

Ohsawa, T.: Arch, f. Japanische Chir., 10:605, 1933. 
Sweet, Richard H.: Total gastrectomy by the transthor- 
acic approach. Report of several cases. Ann. Surg., 118:- 


816, (Nov.) 1943. 


w 


NO 


Discussion 


Dr. JoHN R. Patne: One point in the technique which 
Doctor Maxeiner did not stress and which has been a 
great help to me is not to transect the esophagus until 
the two posterior rows of sutures in the anastomosis 
have been placed. If the esophagus is not transected, 
it can be pulled upon and released in large measure in 
tension at the line of anastomosis at the time the anas- 
tomosis is being made. It is the policy of all who try 
to do these operations at the University Hospitals to 
place two posterior rows of sutures before opening the 
lumen of the esophagus. The esophagus is then tran- 
sected in stages as the inner layers of the anterior suture 
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lines are placed. Tension at the line of anastomosis 
can be relieved by anchoring the posterior wall of the 
stomach to the parietal pleura of the posterior wall of 
the chest. 

The patient who Doctor Maxeiner mentioned had a 
carcinoma of the lower middle third of the esophagus. 
This man died approximately ten days after operation. 
When he got up out of bed, he collapsed at once. At 
necropsy, it was found he had a pulmonary embolism. 
The result of transthoracic resection of the cardia of 
the stomach and esophagus at the University Hospitals 
is not as good as any of the series of cases which Doc- 
tor Maxeiner mentioned. 

As I remember, practically no operations of this 
type were done at the University Hospitals prior to 
1941.. Since that time, I cannot give you the exact 
figures, but it is my impression that between twenty-five 
and thirty such operations have been performed. The 
mortality has been between 20 and 25 per cent. The 
chief cause of death has been separation of anastomotic 
suture lines. Empyema has been not an infrequent com- 
plication. 


Dr. THomAs J. KiInsELLA: One is somewhat surprised 
at times at the amount of exposure which can be ob- 
tained through a trans-thoracic, trans-diaphragmatic ap- 
proach to the stomach and esophagus. The stomach may 
be mobilized almost to the pylorus and brought up into 
the chest to the apex of the pleura. I now have a pa- 
tient at St. Mary’s Hospital, ten days postoperative, in 
whom I resected a carcinoma of the mid-esophagus, 
bringing the stomach into the chest so the anastomosis 
was made above the arch of the aorta. Because of the 
position of the tumor only a small amount of the cardia 
and lesser curvature were sacrificed. The stomach 
survives such mobilization and elevation better than the 
jejunum if care is exercised to protect the right gastric 
and right gastroepiploic vessels which must furnish 
its sole blood supply. It must also be fixed well up in 
the chest and to the diaphragm to avoid tension on the 
anastomosts. 

The point which Dr. Paine brought up of using the 
lower esophagus as a retractor until the first layer of 
posterior sutures is placed is important. The esophagus 
is somewhat like a rubber band and snaps back when 
released unless fixed in some way. Mattress sutures 
should be used as simple sutures pull out readily. 

All patients subjected to thoracotomy form fluid in 
the pleural cavity postoperatively. If this fluid is con- 
tinually removed the pleura will fuse and obliterate the 
space in a few hours. In all such resections there is 
some contamination of the pleura and mediastinum for 
the anastomosis is done by an open method because the 
blood supply of the esophagus is poor and will not 
tolerate clamps. Two or three catheters placed in stra- 
tegic locations will with constant suction keep the fluid 
out of the chest and permit obliteration of the pleura 
and walling off of any infection. Both the pleura and 
mediastinum tolerate contamination well under such con- 
ditions. 

Postoperatively these patients have some difficulty, 
dyspnea and so forth, when the stomach becomes dis- 
tended, but this is a minor matter. Some have tem- 
porary difficulty with pylorospasm as the result of vagus 
section incident to the resection. 

This approach has widened our surgical attack on 
carcinoma of the stomach and opened a new field in 
treatment of carcinoma of the esophagus in the lower 
and middle third, esophageal strictures and perfora- 
tions previously untouched. 


Another incision has been used by Sampson and others 
in the handling of thoraco-abdominal wounds during the 
recent war. It involves resection of the ninth rib with 
the patient in the lateral position and extension of the 
incision forward to the mid-line if necessary. Wide ex- 
posure is obtained with better access to the abdominal 
contents than with resection of the eighth rib. 
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These procedures are long drawn out affairs but sur- 
prisingly well tolerated considering their magnitude. 
Some patients may be saved in this way who cannot be 
handled in any other manner. Its wider use is to be 
encouraged, but abdominal surgeons who plan to employ 
this approach should give some thought to the physiol- 
ogy of the chest for it differs somewhat from that of 
the abdomen. Some of the postoperative problems and 
complications can be avoided by forethought and a little 
planning. 


ANESTHESIA FOR TRANSTHORACIC. 
GASTRECTOMY 


RALPH T. KNIGHT, M.D. 
Minneapolis, Minnesota 


In providing anesthesia for transthoracic gastroecto- 
my, certain requirements must be met. These require- 
ments are quite similar to those for most transthoracic 
operations, but.there are some differences. For most 
transthoracic operations, especially those involving the 
lungs, the lung must be collapsed for the convenience of 
the surgeon for a considerable part of the time. That 
is not so necessary for the transthoracic approach to the 
stomach. The lung must be collapsed, but it need be 
only partially collapsed. It may be packed back out of the 
way of the surgeon, depending upon how high he needs 
to work upon the esophagus and that makes little dif- 
ference in the care rendered the patient by the anesthetist. 


The requirements are that the physiology of the pa- 
tient be kept up, that he have an adequate exchange of 
gases, presentation of oxygen and removal of carbon 
dioxide; but there must be quietness of breathing so 
that the structures may be handled under a minimum 
of motion. The special requirement in case of work 
upon the stomach through the thoracic cage is that 
while, at first thought, relaxation of the abdominal 
muscle is not of so much importance, in practice, and upon 
second thought, it becomes of rather major importance. 
Tension of the abdominal muscles, possibly in the effort 
of breathing with no aid from the diaphragm, may 
make a considerable amount of motion and may tend 
to force abdominal contents up into the thorax to the 
inconvenience of the surgeon. It, therefore, is even more 
important in this type of operation on upper abdominal 
organs through the thorax that the anesthetist carry 
on respiration for the patient with very little active 
motion on the patient’s part, and that the. abdominal 
muscles be relaxed; in other words, that respiration 
must be carried on, but general anesthesia must be deep 
enough so that the abdominal muscles will be relaxed. 
Especially during the closure of the diaphragm, this 
relaxation must be provided. It seems in watching the 
surgeon work that it is just as much of a problem in 
closing the diaphragm as closing the abdominal wall after 
an abdominal incision. That involves also the relaxation 
of the intercostal muscles and quietness of the thoracic 
wall. While carrying on this controlled respiration, of 
course, the lung in the open side of the chest is ex- 
panded to a certain degree with each artificial inspira- 
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tion. It does not fully expand even when an amount of 
pressure with each filling is carried up to 10 to 12 
millimeters of mercury. It expands from one-half ‘o 
two-thirds of its expanded size and may be controlled 
very easily by a small amount of packing and use of 
retractors. 

There is one difficulty that is sometimes encountered 
and that is that if there is considerable involvement by 
inflammation about the esophagus, while this is being 
freed up, it sometimes happens that the pleura of the 
opposite side is opened. Both lungs collapse. The 
patient is then, of course, unable to breath for himself 
at all and all of his breathing must be accomplished by 
the anesthetist. 

One more difference between operations on the abdom- 
inal organs through the thorax and those upon the 
thoracic organs is that most surgeons like to use a 
cautery in severing the stomach, either an actual cautery 
or a diathermy or something of that ‘sort. That cannot 
be allowed if we are using an inflammable anesthetic 
because some small leaks from the lungs may be 
present and if any of this gas should leak out from the 
lung into the thoracic cavity, it is very apt to catch 
fire and explode. This problem must be met in one 
of two ways. Either the surgeon must relinquish his 
desire to use a cautery and rely on a knife and an 
antiseptic or an entirely noninflammable anesthetic must 
be employed. 

We like in transthoracic surgery to use cyclopropane. 
Some anesthetists and surgeons use an ether vapor. 
The patient’s general welfare is not held at quite such 
a high level if ether is used. Either one is just as explo- 
sive. There is no difference. Recently we have been 
using sodium pentothal, curare, and nitrous oxide, using 
either a mixture of pentothal and curare in the same 
syringe which Doctor Baird has developed or using 
them separately in different syringes. We use nitrous 
oxide with high enough oxygen so that the welfare of 
the patient is increased over the usual nitrous oxide 
anesthesia and still provide enough analgesia so that 
the amount required of pentothal and curare is definitely 
reduced. By using this combination we manage to finish 


‘a long surgical procedure with an amazingly small 


amount of sodium pentothal and the patient is ready to 
wake up at the end. 

The anesthetist must be right in on the operation. He 
must watch the operation as closely as any interested 
bystander must watch (even if not as carefully as the 
surgeon), because anesthesia and management of the 
physiology of the patient must be his concern. His 
hope is to finish with as light an anesthetic as possible 
at the end of the operation and allow the patient to 
wake up quickly so that breathing will be well carried 
on. The patient’s lungs must be filled with helium or 
nitrogen and adequate oxygen and kept expanded dur- 
ing closure of the chest, except that it must not 
be fully expanded while the stitches are put into the 
pleura. As Doctor Maxeiner mentioned, this final lung 
expansion is very important as one of the means of 
avoiding atelectasis, which is an especially disagreeable 
complication following this type of surgery. 
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Minnesota Academy of Medicine 


Meeting of October 9, 1946 


The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country 
Club on Wednesday evening, October 9, 1946. Dinner 
was served at 7 o’clock and the meeting was called to 
order at 8:15 by the President, Dr. S. E. Sweitzer. 

There were fifty-five members present. 

Minutes of the May meeting were read and approved. 

The President announced the election of new mem- 
bers at the November meeting. 

The scientific program followed. 





ECTOPIC KIDNEY WITH HYDRONEPHROSIS 


C. D. CREEVY, M.D. 
Minneapolis, Minnesota 


This report is prompted by the satisfactory result, 
after fifteen months, of a Y plasty in a young man 
who had been told by a medical consultant that he had 
polycystic kidneys and had better sell his farm so that 
he could lead a less active life. The unusual combina- 
tion of an ectopic, incompletely rotated kidney with a 
stricture at the ureteropelvic juncture is also worthy 
of comment. 


Case Report 


E. M., a farmer, aged thirty-four, in the period be- 
tween November 1944 and March 1945 had three 
attacks of severe pain in the right upper quadrant of the 
abdomen. Each lasted about two hours until relieved by 
morphine. He had lost fifteen pounds in weight. 

Development and nutrition were excellent. The blood 
pressure was 140/80. There was an ill-defined, rounded, 
rather tender mass in the right middle quadrant of the 
abdomen. Routine studies of the blood and urine gave 
normal results. The Wassermann was negative, and the 
urea nitrogen was 19 mgm. per cent. 

A plain x-ray of the urinary tract showed the right 
renal shadow to be somewhat enlarged and low in posi- 
tion. Cystoscopy disclosed a normal lower urinary tract. 
Clear urine was collected from each kidney. The right 
renal pelvis was low in position, dilated grade three, 
and its calices were clubbed and directed medially (Fig. 
1). There was a half-inch long constriction of the first 
portion of the ureter, which had a high origin and 
followed a course like that seen in horseshoe kidney. 
The left renal pelvis was normal in size and position, 
but its calices were directed medially and its ureter, 
which was intrinsically normal, followed a course simi- 
lar to that of the right. 

It was obvious that there was a noncalculous obstruc- 
tion at the right ureteropelvic junction, probably due to 
a congenital stricture. Since the kidneys were so far 
apart, it seemed likely that the patient had an ectopic, 
incompletely rotated right, and a normally placed but 
incompletely rotated left kidney. A plastic operation 
upon the right ureteropelvic junction was advised. 

He returned on June 26, 1945, because of recurrent 
attacks, the end of the spring planting season, and 
the advice of his physician. - 
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The right kidney was explored at St. Barnabas Hos- 
pital on June 28, 1945, under spinal anesthesia through a 
low lumbar extraperitoneal approach. There was a low 
lumbar ectopy with failure of rotation, a sizable an- 
teriorly placed extrarenal hydronephrosis, and a stric- 
ture at the ureteropelvic junction which lay upon the 
anterior aspect of the lower pole of the misshapen kidney. 


After a typical Schwyzer-Foley Y plasty and nephros- 
tomy, the kidney was rotated so that the pelvis. lay 
medially, and was sutured in this position. The low 
origin and shortness of the renal vessels prevented 
moving the kidney to a higher location. Recovery was 
retarded by a wound infection, but he was discharged 
on July 25, in good condition. 

He returned on August 9, 1945, because of persistent 
drainage of pus from the wound. Pale, unhealthy gran- 
ulations protruded above the surface about the site pre- 
viously occupied by a penrose drain. These were excised 
with scissors and moist heat was applied. An excretory 
urogram showed striking improvement in the hydro- 
nephrosis (Fig. 2). Indigo carmine given intravenously 
did not appear in the wound. 

Microscopic examination of the removed tissue showed 
chronic inflammation; culture yielded aerobacter aero- 
genes. He was dicharged on August 16 with the wound 
healing rapidly. 

On November 16 the wound was healed, the urine 


_was clear, and he had no complaints. He returned for 


checkup again on August 29, 1946, without complaints. 
The urine was microscopically normal, and the urogram 
showed diminution of the hydronephrosis, return of the 
calices toward normal, and a funnel-shaped ureteropelvic 
junction. 


Discussion —The kidneys develop low in the sacral 
region, in which position the pelves lie anterior to the 
renal substance. Early in fetal life ascent begins and 
is accompanied by rotation; both processes end nor- 
mally with the kidney beneath the diaphragm and the 
pelvis lying medial to the renal substance. Arrest either 
of ascent or of rotation, or of both, may occur at any 
point between the fetal and definitive adult positions. 
Contact between the two kidneys during ascent results 
in some form of fusion (horseshoe, L-shaped, sigmoid 
unilateral fused kidney). 

In 37,500 autopsies Bell found ectopic kidneys once in 
750 cases. The two sexes were affected about equally; 
the right side was involved a little more often than the 
left. Six per cent were bilateral. Crossed ectopy, with or 
without fusion, is very rare. 

The ectopic kidney, despite statements to the contrary, 
is not per se more subject to disease than the normally 
placed organ, although its vascular supply is often ab- 
normal, a fact which may lead to hydronephrosis from 
compression of the ureteropelvic junction by anomalous 
blood vessels. A pelvic kidney may interfere with labor. 

According to Bell, hydronephrosis is the commonest 
renal disorder found at autopsy (3.8 per cent of 32,360 
cases excluding those due to stone). Of all the hydro- 
nephroses in the series 2.1 per cent were due to non- 
calculous obstruction at the ureteropelvic juncture; 69 
per cent of these resulted from strictures at the uretero- 
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pelvic juncture. Other causes of obstruction at this level 
include accessory bload vessels, distortion of the juncture 
by sheets of peripelvic fascia, ptosis, inflammatory muco- 
sal polyps, neuromuscular dysfunction, and various com- 
binations of these factors. 


ureteropelvic juncture. What i is of even greater interest 
is the fact that he succeeded in doing a plastic opera- 
tion at the ureteropelvic juncture and that a year later 
he discovered the kidney to have normal function. 

It has been my experience that ectopic kidney quite 
frequently is accompanied by pathologic lesions. In fact, 





Fig. 1. 


Thus we have in the patient under discussion a com- 
bination of unusual anomalies: lumbar ectopy, malrota- 
tion, and a stricture at the ureteropelvic junction. The 
striking degree of hydronephrosis with a palpable, ten- 
der mass in the right renal area obviated the not un- 
common mistake of assuming that a kidney which is 
normal except for position is causing pain. 

Treatment involved two problems: relief of the ob- 
struction and placement of the kidney in as normal a 
position as the length of its blood vessels would permit. 
The Schwyzer-Foley Y plasty was chosen because it 
does not interrupt the continuity of the pelvis and 
ureter (thus permitting the normal downward progress 
of peristalsis after operation) ; because it restores more 
or less normal relationships between pelves, ureter, and 
kidney; and because good results have followed its use 
in a high proportion of my personal series of fifty-eight 
cases. 

Placing the kidney in a normal position is desirable 
but not essential to a satisfactory result. It is, of course, 
too soon to classify this patient as permanently cured, 
but the fact that he has remained free of symptoms 
for more than a year, coupled with the spontaneous 
clearing of the postoperative pyuria, and the diminu- 
tion of the hydronephrosis are all favorable signs. 
The superiority of preservation of a kidney with almost 
normal function over nephrectomy in a young man 
needs no emphasis. ' 


Discussion 


Dr. W. F. Braascu, Rochester: Dr. Creevy has re- 
ported an interesting type of renal anomaly, namely, an 
ectopic kidney with malrotation and obstruction at the 
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in the majority of cases the urographic evidence may 
show either malrotation, pyelocaliectasis, pyelonephritis 
or atrophy. In many cases the renal function is reduced 
to such an extent that urographic visualization is either 
absent or very dim and the condition may be easily over- 
looked in the excretory urogram. When there is ob- 
struction at the ureteropelvic juncture, with intrapelvic 
retention of urine, the resulting pain may be easily con- 
fused with that caused by a diseased appendix. In sev- 
eral cases observed at the clinic the appendix had been 
previously removed. Dr. Creevy deserves credit be- 
cause of the excellent results obtained in this case, since 
the concomitant malrotation, chronic infection and re- 
duction in function often will not permit such excellent 
results. 


I would like to show a series of urograms illustrating 
the various complications in anomalies of this type, which 
include the following lesions: pyelectasis, incomplete 
rotation, bilateral ectopy and stone in ectopic kidney. 
The kidney may be described as ectopic in case of 
crossed renal ectopia. 


Dr. T. H. Sweetser, Minneapolis: I enjoyed Dr. 
Creevy’s excellent presentation and especially the result 
of his conservative treatment. I think that is‘ what we 
should try to accomplish—relief: by some conservative 
measures. 


The case I wish to call to your attention was a 
psychoneurotic patient with pains referred to different 
systems and treated by various doctors. We were called 
in consultation at Minneapolis General Hospital in April 
1941 because of the presence of pain in the right lower 
abdomen. Her pain was reproduced at cystoscopy by 
filling the right renal pelvis for pyelography. Pyelo- 
grams showed hydronephrosis of the right ectopic kid- 
ney located at the brim of the bony pelvis with short 
ureter. On exploration, the vessels supplying the kidney 
came from the iliac artery as well as the aorta. Nephrec- 
tomy had to be performed. She is free of pain and of 
urinary symptoms but has been treated for neurasthenia. 
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Dr. P. F. Donouue, Saint Paul: Dr. Creevy’s pres- 
entation of this case was most interesting. Relief of 
obstruction at tlhe ureteropelvic junction by a type of 
pyeloureteroplasty which preserved the continuity of the 
ureter provided an excellent result. Preservation of the 
continuity of the ureter is certainly desirable but may 
not always be feasible. In occasional cases, it may be 
necessary to sever the ureter from the renal pelvis as in 
the case of obstruction due to stricture when the tissues 
are extremely thin. It may be required when it is 
desirable to move the ureteropelvic junction away from 
the compression effects of renal blood’ vessels which 
supply large areas of the kidney and, therefore, must be 
preserved. Anastomosis of the cut end of the ureter to 
the pelvis is then performed in a manner to provide 
a widely opened junction. In a recent case of stricture 
this method led to a good result and can be recom- 
mended in properly selected cases. 


REMARKS ON POLIOMYELITIS 


MAURICE B. VISSCHER, M.D. 
Minneapolis, Minnesota 


An epidemic of infantile paralysis is more than a 
medical emergency in Minnesota. It is a social and polit- 
ical problem as well. There are many reasons for its 
social implications. The recorded case incidence is more 
than one per thousand of population and the mortality 
rate has been 6 per cent of recorded cases. In any 
case an epidemic of this magnitude of a serious disease 
would cause great alarm. In the case of infantile paral- 
ysis the public reaction has been heightened because of 
the great publicity which has centered around the dis- 
ease for a number of years. ~ 

A past mayor of Minneapolis hitched his political 
wagon to the rising star of an Australian physiotherapy 
nurse who came to the city offering to handle the in- 
fantile paralysis problem. It is a misfortune that a few 
years after she came here the city and state suf- 
fered its worst epidemic ‘of all time and a large number 
of victims have died. Ex-mayor Marvin Kline is now 
an officeholder in the Sister Elizabeth Kenny Institute. 

The present mayor, Hubert H. Humphrey, was un- 
willing to be stampeded into an unscientific approach to 
the poliomyelitis problem and recognized that preven- 
tion rather than palliative treatment was the ultimate 
pressing need. He saw that in a disease with a death 
rate of 6 per cent the first problem was not physio- 
therapy, great as its value may be at the present time. 
He therefore established the Minnesota Poliomyelitis 
Research Commission, with active students of preventive 
medicine, immunology, pharmacology, neuropathology, 
physiology, pediatrics and internal medicine undertaking 
a comprehensive study of the 1946 Minnesota epidemic 
and of every possible means to prevent its recurrence. 
This Commission is now hard at work analyzing the 
1946 cases and pressing for solutions to the major un- 
solved problems. The problems of greatest importance 
seem to me to be: (1) determining the mode of spread 
of the disease; (2) determining the portal of entry; 
(3) ascertaining the factors that determine suscepti- 
bility; (4) finding useful chemical agents influencing the 
susceptibility to, and the course of, the disease; (5) 
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elucidating the mechanism of death and finding better 
methods for its prevention; and (6) improving methods 
of treatment and rehabilitation. The treatment of the 
acute phases of poliomyelitis has been very largely 
neglected by most workers, yet it is of the highest 
importance, as is evident when one looks at the death 
rate and when one sees the emotional problems of par- 
ents and relatives, and the clinical problems of the pa- 
tients themselves in an epidemic. 

Poliomyelitis is a medical problem of front rank im- 
portance only in epidemic situations. Then, however, it 
is a crucial emergency. The time to work at its solu- 
tion is not so much during epidemics, although it is 
essential that many epidemics be studied to learn about 
the epidemiology, pathogenesis and clinical history of 
the disease. But the great body of experimental work 
must be done as a long-time, carefully planned and ex- 
ecuted program. This is the objective of the Minne- 
sota Poliomyelitis Research Commission. 


Dr. Edwin F. Robb, Minneapolis, then presented his 
Inaugural Thesis. . 


ENURESIS 
EDWIN F. ROBB, M.D. 
Minneapolis, Minnesota 


Early medical literature is filled with voluminous re- 
ports concerning enuresis, its causes and its cures. Many 
and varied were the etiological suggestions, the chief 
of which seem to have been weak kidneys, irritable 
bladder, too much sleep, not enough sleep, bad behavior, 
phimosis, and pinworms. The remedies suggested ranged 
from a wide variety of drugs and elaborate electrical 
equipment to bribery, ridicule, punishment, and hypno- 
tism, 

Most of our advances in pediatric urology have been 
made during the past twenty years. Helmholz has con- 
tributed greatly to our knowledge and conception of 
infections of the urinary tract. Campbell, White, and 
many others have been able through the use of improved 
miniature cystoscopes to add invaluable information con- 
cerning pathology of the urinary tract. The roentgenol- 
ogist, too, has contributed his share with the introduc- 
tion of excretory or intravenous pyelography and im- 
proved roentgenological technique. 

With this tremendous increase in information it is 
only natural that enuresis is viewed in an entirely dif- 
ferent light than it was a few years ago. It is no longer 
considered merely a passing phase of childhood and one 
that will surely take care of itself as maturation occurs; 
it is now viewed as a distinct entity, or, at least, as a 
symptom of an underlying condition that must not be 
ignored, one that, if allowed to continue, is not only un- 
pleasant, inconvenient, and embarrassing, but may lead 
to serious psychological, social, and even physical dam- 
age to the individual. 

That enuresis is not just a disease of childhood is 
amply proven by Shilonsky et al.,5 Thorne,’ and others 
in reporting on the large amount of enuresis in the 
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recent armed forces. Thorne® found that of 1000 
consecutive inductees examined 161 had wet the bed 
until five years of ‘age or over, and that twenty-five 
or 2.5 per cent of the 1000 men were still enuretics, and 
unfit for military service. Most of these were in the 
eighteen- to nineteen-year-old group, but the oldest was 
thirty-three years of age. Shilonsky,5 in reporting on 
100 cases of enuresis in the Army, found that most of 
the men had had inadequate care when younger. Most 
of them had come from rural districts, and had been 
compelled, as children, to use out-door toilets. Many of 
them came from large families of limited means, and 
there was frequently a history of brothers and sisters 
that also were bed wetters. Furthermore, practically 
all of them had long since discontinued seeking medical 
advice because they had received no help. Since adults 
would naturally be reticent about discussing this situa- 
tion with their physicians, his conclusion that enuresis 
is much more common in the adult population than is 
commonly supposed, seems entirely logical. 

The act of urination in an infant is purely a reflex, 
but in time sufficient maturation occurs for thé infant 
to develop sensations and conditioned reflexes for urinary 
control. The time that this occurs is influenced by many 
factors, but in the average child seems to occur at 
about two and a half years of age for day and three 
years for complete night control. European observers 
place these ages at a somewhat lower level. Certainly, 
if complete control has not occurred by the end of the 
. third year, a diagnosis of enuresis should be made, and 
a sincere effort be made to correct the situation, 

Since it is well agreed that 90 per cent of enuresis 
may be classified as functional and 10 per cent as due 
to organic lesions, most of which are of the urinary 
tract, it is only natural that attention should be directed 
to the larger group first. 

Possibly the first consideration should be an investiga- 
tion of the child’s intelligence. There is much evidence 
to show that as intelligence goes down, the percentage 
of enuresis rises. However, there is also ample data to 
prove that bright and alert children are too frequently 
afflicted. Despert® in a well-controlled study on sixty 
children in the Payne Whitney Nursery School (all with 
above-average intelligence) showed an enuretic incidence 
of 23 per cent. Stockwell and Smith’ in a study of 100 
enuretics with an average age of nine years found 70 
per cent to be of average intelligence, with 15 per cent 
above average and 15 per cent below. Enuresis is usually 
thought to be more common in the high-strung, nervous 
type of child, yet Despert? found that infants that were 
alert and reacted most to wet diapers, et cetera, usually 
had early psychomotor development and early bladder 
training while those with relatively late psychomotor 
development had late bladder training. This latter group 
all ate well, gained well, slept quietly, and were con- 
firmed thumb suckers. It would seem that the lowered 
intelligence factor has been overemphasized. There is 
usually little difficulty in housebreaking domestic ani- 
mals, so with patience and some effort, children of 
lowered intelligence should be easily taught bladder 
control. - 
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We have ample proof that -n untold number of 
psychological and psychogenic factors are to be found 
with a group of enuretics, and that the aid of a psychia- 
trist is invaluable. Fifty-two per cent of Stockwell and 
Smith’s? 100 cases were found to be of a psychogenic 
nature, and were treated by a psychiatrist. Of these, 
forty-six were improved or cured. If all the lesser 
emotional and behavior problems are included in this 
group, the percentage would undoubtedly be much high- 
er than 52 per cent; yet one wonders if many of the 
emotional and behavior problems in the mother as 
well as in the child might not result from the bickering, 
scolding, and ridicule that so often accompanies enuresis. 
In studying the histories of several hundred cases of 
enuresis, one fact stands out more clearly than all oth- 
ers. In fact it seems to be present in some form in all 
cases. Namely, some mistake or neglect in the original 
bladder training program of the infant. This may be in 
the choice of time to initiate the program, the method 
or consistency of carrying it out, the handling of emo- 
tional problems that arise, et cetera. Perhaps in our 
search for the etiology of enuresis, we have been un- 
able to see the forest for the trees. It seems quite 
possible or probable that the greatest single contributing 
cause of enuresis is nothing more that the lack of a 
definite and intelligent training program for the infant. 
If true, the fault lies squarely on the doorstep of the 
pediatrician and the family physician. Rarely does he 
take the time to outline a good training regime, and 
emphasize the importance of carrying it out completely 
and consistently. This is usually left for mothers to 
learn from various magazines and from relatives and 
friends. The author readily admits his negligence in this 
matter, and finds upon discussion of the subject with 
several other pediatricians that they, too, are equally 
guilty. 

While there are many instances of infants being 
trained, and with no relapses, in the very early months, 
it seems reasonable to assume that training should not 
be attempted until there is sufficient maturation of struc- 
tures involved to insure a reasonable prospect of success. 
Statistical data seem to dictate that this time should be 
not earlier than the eighth month of life nor later than 
the twelfth month. Best results will be obtained if the 
training is done by the one person that elicits the most 
favorable reactions generally in the infant. This is, of 
course, in most cases the mother. A chair close to the 
floor where the infant feels secure, in a bright cheerful 
spot, with a smiling and encouraging mother in at- 
tendance is of the utmost importance, Little can be gained 
if the child is resisting and unhappy. Many methods 
have been used for training, but the one most likely to 
succeed is for the mother to put the child on his chair 
at regular intervals during the day, gradually lengthen- 
ing the intervals as the child learns control. Accidents 
are bound to occur, and should be passed over lightly 
while much praise should accompany successful per- 
formance. Diapers should be discarded at this time, 
and the fact must be recognized that the training of 
boys requires more patience than does the training of 
girls. This is due to the fact that boys require two 
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training periods, first in the sitting position and again 
in the erect position. This may in part account for the 
supposedly higher incidence of enuresis in boys than 
in girls. 

Night training should not be attempted until day- 
time control has been attained. When this daytime 
conditioned reflex is completely established it will tend 
to carry over into the subconscious mind of the child 
asleep. Dryness at night can be encouraged by giving 
milk to the child after his afternoon nap, and by giving 
a supper relatively low in liquids. If the child is con- 
sistently wet at night he should be taken up before 
the expected time for urinating, but he should be 
awakened completely, not placed on his chair in a semi- 
conscious condition. To do this is but to train him to 
urinate in his sleep. Here again the interval of time 
should be lengthened as rapidly as possible until it is no 
longer necessary to awaken him. Our goal, we must re- 
member, is to go through the night without urinating, 
not merely to have a dry bed. 

This may sound elementary to us, but it is of the 
utmost importance to check every detail with the 
mother, for this procedure requires a mother or a nurse 
that is completely convinced of its necessity and one 
who is patient and willing to follow through with the 
program. It is sometimes helpful to use an alarm clock 
to awaken the child at night. The ringing of the clock, 
or rather the realization by the child that the alarm 
will awaken him, may speed the development of 
subconscious inhibitory control. If, however, with in- 
telligent and conscientious effort on the part of the 
mother or nurse, the physician, and, if need be, the 
psychiatrist, full continence is not attained by the time 
a child is four years of age (five years at the latest) 
one must consider the very likely possibility that an 
organic lesion is responsible, and enlist the aid of the 
urologist and roentgenologist. 

While it is true that only 5-10 per cent of enuresis is 
due to organic pathology, it is with this group that 
we should be most concerned. Even minor organic 
lesions may eventually lead to serious renal changes and 
chronic disturbances of micturation in the adult. 


Since Campbell’s report? in 1937 there have been 
many excellent contributions to this subject by urolo- 
gists both here and abroad. There is no longer any 
doubt that a wide variety of organic lesions of. the 
urinary tract are to be found in children, and have, in 
many cases, proven to be the underlying cause of 
enuresis. For the most part these lesions are either 
infections or obstructions or both. In many cases with 
infections the urine is not only negative microscopically, 
but will be culture negative as well. Complete and care- 
ful urological examination becomes essential as the only 
means of a definite diagnosis. White® emphasizes the im- 
portance of looking for minor lesions, especially in the 
urethra, and feels that failure to find them may account 
for the majority of so-called failures in treatment. This 
seems reasonable since we know that psychic influences 
such as the sound of running water, or the proximity 
of a toilet has a very much greater effect on the patient 
with a cystitis or urethritis than on one with a normal 
urinary tract. 
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Campbell? in 1937 reported a series of 700 children 
suffering from persistent enuresis. Cystoscopic and 
urethroscopic examination revealed an amazing amount 
and degree of pathology. He concluded, “that com- 
plete urological examination should be performed if 
enuresis persists after three to four months of good medi- 
cal and psychiatric care; that all urological procedure can 
be carried out in children, and that in many ways they 
are tolerated better than in the adult.” He points out, 
however, that excretory urographic study should be 
done first even though in his experience diagnostic help 
was obtained in only 50 per cent. Spence and Moore® 
in 1939 reported a series of fifty female children from 
three to fourteen years of age, either with acute pyuria 
or a history of previous pyuria, 20 per cent of whom 
were enuretics, 76 per cent showed a chronic urethritis, 
and in many there was a diminution in the size of the 
urethra and a loss of its elasticity. 

White? in 1941 reported a study of 310 cases of 
enuresis in children at the Princess Elizabeth of York 
Hospital in London. He emphasized the importance of 
infection as an etiological. factor in enuresis, although 
only 15 per cent of his cases showed any evidence of 
infection in the urine. Sixty per cent of his cases were 
female and 16 per cent definitely followed infectious 
diseases such as measles, scarlet fever, et cetera. Twenty- 
seven per cent of the boys in this series showed inflam- 
mation and constricture of the external urinary meatus. 
In girl§ the external urinary meatus was seldom con- 
stricted, but adjacent local inflammation was usually 
present. Of 220 cases with cystoscopic and posterior 
urethroscopic examination, 70 per cent showed evidence 
of inflammation on the front of the trigone and at the 
internal urinary meatus. Of 150 cases with intravenous 
urograms, 60 per cent showed variations from the nor- 
mal in the upper urinary tract, all of which were minor 
but important as indicating early changes due to inflam- 
matory processes below. White treated this series by 
dilatation of the urethra, and reported benefit in some 
degree for 97 per cent. Eighty per cent benefited by 
one treatment only, 55 per cent ceased to have enuresis 
for from three months to two years, and 42 per cent 
continued to have enuresis, but were much improved, 
Meatotomy was necessary in 70 per cent of the cases 
in order to pass a sufficiently large sound. 


Higgins,* too, emphasized the importance of a care- 
ful examination of the vulva and urethra in girls, and 
the external urinary meatus and urethra in boys for 
signs of inflammation or obstruction, both of which he 
felt to be a common cause of enuresis. 

Brodny and Robins! in an excellent article in the 
Journal of the A.M.A. in 1944 recognized the value of 
early and complete urological study of enuresis. They 
emphasized the value and advantage of cystography and 
urethrography over other methods of urological exami- 
nations. They believe that it is not only much easier 
and safer, but in many ways more valuable, since it can 
be done on younger children and repeated if necessary 
to watch the progress of a lesion. They also emphasize 
the necessity of teamwork between the pediatrician or 
family physician, the psychiatrist, the roentgenologist, 
and the urologist if the best results are to be obtained 
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in the diagnosis and treatment of enuresis due to organic 
lesions of the urinary tract. 


During the past few years I have sought urological 
help on a small number of cases of persistent enuresis. 
They were referred to the late Dr. Ernest Meland, 
who was very much interested in this subject. Un- 
fortunately there is no record of those patients whe 
failed to show pathology of the urinary tract, but my 
impression is that the number was small, since most 
of the group consisted of older children that had resisted 
all medical and psychiatric treatment. 


I should like to present briefly nine cases in which 
definite disease was found, and to thank Drs, Creevy, 
Webb, and Smith for making these records available 
to me. Two of this group of patients have moved from 
the city, and the end results of the treatment are un- 
known. 


Case 1—S. S., female, aged twelve, had a history of 
diurnal frequency and nocturnal enuresis. Cystoscopic 
examination revealed a granular urethritis, grade 
Internal sphincter, bladder, and ureteral orifices all ap- 
peared normal. Both ureters were catheterized, and 
specimens collected. Cultures from the kidneys and 
bladder were negative. Kidneys, ureter and bladder were 
normal, 

Diagnosis: Granular urethritis. 


Note: this patient moved out of town in a few 
weeks, and has not been followed. 


Case 2.—C. P., male, aged twelve, had severe eczema 
as a baby and frequent colds with spasmodic bronchitis. 
Severe pertussis at seven years, after which he developed 
severe attacks of asthma and persistent and severe 
enuresis, Dr. Meland dilated this boy’s urethra, and 
instilled 1 per cent silver nitrate. There was no im- 
provement and two months later he was readmitted for 
urological study. Cystoscopic examination revealed a 
normal urethra, but there was hypertrophy of the veru, 
grade 2, and a marked redundancy of the mucosa at 
the vesical neck producing an obstruction. Ureteral 
orifices were normal. The verumontanum was ful- 
gurated down smooth, and the mucosa at the vesical 
neck was fulgurated by means of strip cautery. A No. 12 
catheter was left in the bladder for two days. 

Note: For three to four months this patient wet his 
bed occasionally, but for the past three years he has 
had no enuresis. 


Case 3—F. B., male, aged ten, had had persistent 
enuresis since infancy ‘with microscopic hematuria at 
times. Cystoscopic examination revealed a flap in the 
urethra attached to the distal portion of the verumon- 
tanum, and acting as a valve. K.U.B. and all other 
findings were normal. The flap was destroyed by ful- 
guration. Diagnosis: Posterior urethral valve. 

Note: There was no apparent improvement in the 
enuresis for one year, at which time it ceased and the 
patient has had no trouble for two years. 


Case 4.—S. H., male, aged seven, had had persistent 
enuresis since infancy. Cystoscopic examination revealed 
a normal anterior urethra. In the prostatic urethra there 
was some lateral lobe intraurethral fullness at the vesical 
orifice with four slight longitudinal bands radiating 
from the apex of the verumontanum to the vesical neck 
producing some constriction at the neck. Around the 
posterior half of the urethra just below the verumon- 
tanum was a shaggy inflammatory collar. The bands 
in the posterior urethra were fulgurated, strip fulgura- 
tion was applied to the lateral lobes at the vesical neck, 
light fulguration of the veru, and the inflammatory collar 
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described was destroyed. Kidney ureter and bladder 
examinations gave negative findings. A No. 12 catheter 
was left in for twenty-four hours. 

Diagnosis: Posterior urethral valve and hypertrophy 
of the verumontanum. 


Note: This boy was much improved, but was stil! 
wetting his bed occasionally when he moved from the 
city six months later. 


Case 5—L. T., female, aged five, had had enuresis 
since infancy with diurnal frequency ‘the past two years 
Cystoscopy revealed polypoid granulations in the region 
of the internal sphincter. The bladder was normal. Kid 
ney, ureter, bladder examinations and intravenous uro- 
gram show ‘ed a normal condition. The urine was micro- 
scopically negative, but colon bacilli were found on 
culture. 


Diagnosis: Urethritis and Bacilluria. 


Note: This patient has not been seen since hospitaliza- 
tion four years ago. It is therefore assumed that treat- 
ment was unsatisfactory. The patient was an only child 
and the mother’ was extremely neurotic. She was a 
greater problem than the child. 


Case 6.—M. B., female, aged three, had had enuresis 
and some diurnal incentinence. There was no history of 
urinary infection. Cystoscopy was normal: except for 
some inflammatory tags and redundancy of \the mucosa 
in the proximal urethra. A K.U.B. was normal. The 
urine was normal on culture. The tags and mucosa 
were fulgurated. This patient was readmitted to the 
hospital two months later. Dr. Meland’s note at this 
time was as follows: “There was marked improvement 
for a time, but there has been some recurrence of her 
symptoms.” Cystoscopy again revealed a redundancy of 
the mucosa with tags in the distal urethra. These tags 
were fulgurated. 


Note: The patient again showed improvement for a 
time, but now, two years later, has occasional diurnal 
incontinence and nocturnal incontinence two to three 
times a week. 


Case 7—K. S., male, aged ten, had had persistent 
enuresis since infancy. Cystoscopy revealed a_hyper- 
trophy of the verumontanum which practically filled the 
posterior urethra, and there was a moderate redundancy 


of the vesical neck; otherwise it was normal. K.U.B., 
et cetera, were negative. The veru was fulgurated, 
there was a strip cautery of the mucosa at the vesical 
neck in four quadrants. 

Note: The mother states that there was no improve- 
ment in this boy’s condition for one year. During the 
next two years there was gradual improvement. For 
the past two years he has had no trouble. 


Case 8.—V. T., female, aged six and one half, had suf- 
fered from recurring urinary tract infections and per- 
sistent enuresis. The infections responded nicely to 
chemotherapy, but would recur. K.U.B. was negative, 
and intravenous pyelogram was normal. Cystoscopic 
examination was negative except for a urethritis, grade 
2. The urethra was dilated to No. 18 French sound and 
1 per cent silver nitrate applied to the urethra. 

Note: There was no improvement in symptoms, and 
she has for the past three years been under the care 
of another physician. The mother reports that there 
is still no improvement in the enuresis. 


Case 9.—S. S., Jr., male, aged nine, had had enuresis 
and diurnal frequency since infancy. He was the older 
of two children, and came from a fine, intelligent family. 
He had become such a behavior problem that he failed 
constantly in school, had no friends in the neighborhood, 
and was simply impossible in every way. He had good 
psychiatric help, and was placed in a new school with- 
out benefit. Cystoscopy was negative except for an hyper- 
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sphy of the verumontanum that practically filled the 
sterior urethra and a redundancy of mucosa at the 
sical neck. The veru was fulgurated down smooth, 
| strip cautery carried out in four quadrants in the 
sical neck. A No. 12 catheter was left in for twenty- 
ur hours. 


Note: This boy showed immediate improvement. He 
‘t his bed occasionally for one month, but has had no 
iresis for the past five years. His entire personality 
.s likewise changed. When enuresis ceased, the be- 
.vior problem disappeared. His school work has been 
od, and he can be considered a normal boy in every 
Vv. 


Comment 


Obviously no conclusions can be drawn from such a 
iall series of cases, their chief function being merely 
stimulate one’s further interest in the subject. It 


ight be noted, however, that there were four girls in 


s group and five boys: The girls all showed evidence 

inflammatory changes in the urethra, and culture of 

e urine was positive in two of them. Fulguration of 

inulations and redundant mucous membrane was done 
1 two girls. Results in all four of the girls treated were 

satisfactory. Perhaps better results would be ob- 
tained in treating enuresis)in girls if we treated them 

much the same manner as one would treat a persistent 
yuria. 

In the boys, urine culture was negative in all, Four 
‘owed hypertrophy of the verumontanum, four showed 
redundancy of the mucous membrane in the posterior 
irethra, and two showed definite posturethral valves. 
ulguration of the obstructive lesions was done in all 
ive with apparent improvement in all. One was com- 
letely cured, and three. were either much improved or 

mpletely cured after periods of from three months 
to one year. Since all other treatment had failed in these 
boys for many years, it seems reasonable to assume that 
emoval of the obstructive lesions had a part in their 

entual cure. 

It has been impossible, in the time allotted me, to go 
nto many phases of the diagnosis and treatment of 
‘nuresis. Simple urological procedure such as determina- 
on of residual urine, bladder capacity, et cetera, may 
vive invaluable information. Likewise many drugs have 
herapeutic value. Of these ephedrine and atropine prob- 
ibly take first rank, but even these can be used more 
itelligently and effectively following a complete urolog- 

il examination. 


Summary 


In summarizing we seem justified in the following 

nclusions : 

1. Enuresis is a serious medical problem, and de- 
rvés careful study. 

2. It is not only a pediatric problem, but may be 

ne for the internist, psychiatrist, roentgenologist and 
ologist as well. 

3. The best cure for enuresis usually lies in its pro- 

iylaxis. More attention to bladder-training programs 
r infants is definitely necessary. 

+. Organic lesions of the urinary tract must always 
suspected, and urological investigation instituted in 
se cases refractory to good medical and psychiatric 
re. 
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Discussion 

Dr. C. D. Creevy, Minneapolis: I believe that all of 
these patients whom Dr, Robb has discussed were seen 
by Dr. Meland. I have enjoyed Dr. Robb’s paper very 
much. It seems to me that the pediatrist must cure 
most of the cases of enuresis because I see very few. 

The problem is simpler in the male than in the female. 
From the urologic point of view one can divide enuresis 
into two main types: The functional, and the organic. 
The functional type can be divided into two subgroups: 
the sound sleepers, and the malingerers or psychiatric 
problems. 

Most of those whom I see appear.to be sound sleep- 
ers. The children have trouble only at night. The urine 
is normal and the urological investigation shows nothing 
abnormal. One can relieve most of these patients with 
the Cunningham clamp or the Foley artificial sphincter. 
If the child and parents are co-operative, the device 
needs to be used only for a comparatively short time 
after which a habit seems to be established, and the 
difficulty straightens around, 

The malingerers are those patients who can be rec- 
ognized readily by an interview. Characteristically, the 
child or the mother, or both, are resistant to and rather 
resentful of, all suggestions and betray this fact by their 
attitude. These people, of course, belong in the hands 
of the psychiatrist. 

Patients in the organic group are troubled day and 
night. Dr. Robb has covered this group pretty thorough- 
ly. It includes patients with lesion of the nervous system, 
such as spina bifida, spina bifida occulta, and various 
other congenital disorders ; those with local irritative 
lesions in the urethra; and an occasional patient with 
an ectopic ureteral orifice. This last group consists en- 
tirely of girls. 

One serious problem from the™ point of view of the 
urologist. is the difficulty of examining the prostatic 
urethra satisfactorily in an infant or young boy. The 
cystoscopes are so small that the objective of the tele- 
scope, and the light, necessarily come too close to the 
mucous membrane of the prostatic urethra, which then 
tends to shut off the light by the objective so that vision 
is relatively poor. 


Dr. W. F. Braascn, Rochester: I appreciate the op- 
portunity of hearing, not alone the thorough review of 
the subject of enuresis by Dr. Robb, but also the ex- 
cellent discussion by Dr. Creevy. I can add very little 
to Dr. Creevy’s remarks. I might say, however, that 
the urologist has for a long time recognized the exist- 
ence of etiologic factors of enuresis such as Dr. Robb 
has cited, but apparently the pediatrician has not. In 
fact, Dr. Robb i is the only pediatrician to my knowledge 
who re cognizes the frequent existence of urologic lesions 
to account for enuresis and who has written a paper 
describing them. I trust that he will read this paper 
before pediatric societies so that his colleagues may be 
influenced to look for the lesions in the urinary tract 
which he has described. 
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Although many cases of enuresis undoubtedly are of 
a functional nature, the possibility of an organic lesion 
must be considered, particularly if the symptoms persist 
beyond the age of puberty. There is one lesion which 
I would like to mention particularly, namely, dysfunc- 
tion of the muscles at the neck of the bladder. This 
lesion is characterized by relaxation of the muscles in 
this area extending into the adjacent urethra, and it 
usually can be recognized on cystoscopic examination. 
Another lesion which always should be excluded is a 
pin-point meatus at the external urethra. It is not an 
infrequent cause of enuresis. 

The treatment of functional enuresis mentioned by 
Dr. Creevy is an excellent one, namely, the penile clamp. 
This has been applied in several cases to my knowledge, 
with excellent results, 


Dr. T. H. Sweetser, Minneapolis: I was glad that Dr. 
Robb mentioned the training of the parents. In the 
cases I have seen, the training of the parents and im- 
provement of the environment at home have been im- 
portant aids in the care of the, patients. Hospitalization 
as a means of changing environment has sometimes 
helped. Dr.-Creevy and Dr. Robb have covered the 
subject well, but there is just one point I want to 
emphasize. 

Dr. Robb mentioned the importance of urinary infec- 
tion. After removing any obstructions, local treatment 
of the posterior urethra and chemical treatment of the 
infection will clear up the difficulty. But many urinary 
infections are treated only until symptoms are relieved 
and urine has become clear; the trouble then recurs with 
the first intercurrent infectien or lowering of the pa- 
tient’s resistance. The infection should be treated until 
the urine is sterile by culture to give the best chance of 
permanent cure. 


Dr. ALEXANDER STEWART, Saint Paul: I think a good 
deal as Dr. Robb does ahout the importance of the 
functional side. I had a boy in the office this after- 
noon who has just recovered from polio; while he was 
in bed for three weeks with polio he never wet the 
bed, but as soon as he was released from quarantine 
he started again having enuresis the same as before his 
illness. 


I wish to congratulate Dr. Robb on his fine thesis 
and I believe that from now on I will refer more of 
my patients who do not respond to general and psy- 
chiatric treatment to the urologist for investigation. 


Dr. Ross, closing: I wish to thank my discussants for 
their generous words. Undoubtedly, most cases of en- 
uresis are functional in origin, but I wish to emphasize 
again the importance of searching for organic causes. 
We have, I think, been very negligent in our institu- 
tion of bladder-training programs. Obviously, we do 
not want to create a behavior problem as well, but it is 
amazing how easily many children are trained when 
this program is started when the infant is only ten or 
twelve months of age. 


The meeting adjourned. 
A. E. Carnie, M.D., Secretary 


Because of peculiarities in its pathology and epidemi- 
ology, tuberculosis, especially the pulmonary form, has 
attained world-wide prevalence. The mode of transmis- 
sion is simple, and while there are great variations in 
susceptibility, no class or subdivision of mankind is 
immune. These peculiarities make it reasonably certain 
that no nation could eradicate the disease and by arti- 
ficial barriers prevent its introduction from without. 
Even if such procedures were theoretically possible, the 
limitations which they would place upon travel and com- 
merce would make them impracticable—JAmes A. 
Doutt, M.D., NTA Transactions, 1946. 
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Blue Earth County 

The Blue Earth County Medical Auxiliary enter- 
tained the Redwood-Brown and Nicollet-LeSueur auxili 
aries on December 7. 

After a joint dinner with their husbands at the Sau!- 
paugh Hotel, the fifty wives were guests at the home of 
Mrs. Roger Hassett. 

Mrs. Roger Engel spoke on Germany, and Mrs. Walter 
Kaufman reported on the State Board Meeting held in 
Saint Paul, December 6. . Mrs. Kaufman was appointed 
chairman of the Blue Earth County Cancer Society. 

Business meetings of the three county organizations 
were held after the program. Mrs. George Penn pre- 
sided in the absence of Mrs. Troost, the president. 


Hennepin County 


The Hennepin County Medical Auxiliary held its an- 
nual Christmas party in the Medical Arts Lounge, De- 
cember 6. 

Mrs. Jessie D, Hamer, Phoenix, Arizona, president of 
the Women’s Auxiliary to the American Medical As- 
sociation, and Mrs. Melvin S. Henderson, Rochester, 
Minnesota, state president, were guests of honor. 

Reading of the play, “The First Christmas Tree,” 
was given by Mrs. Leonard Arling, followed by a pro- 
gram of Christmas music. 

Mrs. Elmer O. Dahl and Mrs. Arthur A. Wohlrabe 
were tea chairmen for the day. 


Olmsted-Houston-Fillmore-Dodge Counties 

The Olmsted-Houston-Fillmore-Dodge County Auxil- 
iary again sponsored the Christmas Seal essay contest 
in the Junior and Senior High School in Rochester, 
awarding a $5.00 prize for the best original essay in each 
age group. The Auxiliary also aided in the sale of 
Christmas seals by staffing booths in the downtown hotels. 

Mrs. B. M. Black is directing the collection of medical 
and surgical instruments and medical supplies to be sent 
overseas to the needy. 

Dr. A. W. Adson addressed the auxiliary on the 
“Minnesota Plan for Pre-payment Medicine,” at the 
fall meeting. A tea and social hour followed. 


Wright County 

The Wright County Medical Auxiliary held its fall 
meeting October 14 at the home of Mrs. W. P. Ander- 
son, Buffalo. 

Bandages were made for the Cancer Society, and the 
auxiliary subscribed to The Bulletin. 

A turkey dinner was served to the members and their 
husbands by Mrs. John J. Catlin of Buffalo. 


The health of all peoples is fundamental to the attain- 
ment of peace and security and is dependent upon the 
fullest co-operation of individuals and states.—Constitu- 
tion of the World Health Organization, U.N. 
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when Constipation 


results from 


Overstimylation 


“Smoothage" Sheu fed to describe the 
action of Searle Metamucil—seeks to avoid further 
irritation, to soothe and to protect the 
overstimulated intestinal mucosa, and to reestablish the 
normal reflexes of elimination. 

Metamucil softens the fecal residue, affords bland bulk 
‘and exerts a gentle, stimulating, physiologic peristalsis. 


METAMUCIL 


is the highly refined mucilloid of Plantago ovata (50%), 
a seed of the psyllium group, combined 


with dextrose (50%), as a dispersing agent. & 
Metamucil is the registered trademark of 
‘y t A @ L E G. D. Searle & Co., Chicago 80, Illinois. 
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MEDICAL BROADCAST FOR JANUARY 


The following radio schedule of talks on medical 
and dental subjects by William O’Brien, M.D., Di- 
rector of Postgraduate Medical Education, University 
of Minnesota, is sponsored by the Minnesota State 
Medical Association, the Minnesota State Dental Asso- 
ciation, the Minnesota Hospital Service Association in 
co-operation with the Minnesota Hospital Association 
and the Minnesota Nurses Association, and. the Uni- 
versity of Minnesota School of the Air. 

Cause and Spread of Infantile 


2— 4:45 P.M. WCCO 
Paralysis 
4—11:30 KUOM:-KROC- Medicine in the News 
KFAM 


7— 4:45 
8—11:00 


9— 4:45 
11—11: 


Diagnostic Hospital Equipment 
Foods Undergo Many Changes 
in the ny 
cco Treatment of Infantile Paralysis 
KUM. -KROC-Medicine in the News 


wcco 
KUOM 


14—- 4:45 
1§—11: 


16— 4: 
18—11: 


21— 4: 
22—11: 


23— 4: 
25—11: 


28— 4:45 
29—11:00 


30— 4:45 


The Nurse and Public Health 
The Blood Travels in a Continu- 
ous Stream 
cco Results of Infantile Paralysis 
KuOM. KROC- Medicine in the News 


Treatment Hospital Equipment 
Waste Materials Are Removed 
from the Body 
Wwcco The Common Cold 
KUOM-KROC- Medicine in the News 
KFAM 


Visiting Nurse 

Sunlight and Fresh Air Are 
ealth Essentials 

Mouth Problems of Advancing 
ears 
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AMERICAN ACADEMY OF ARTS AND SCIENCES 
OFFERS FRANCIS AMORY PRIZE 


In compliance with the terms of a gift under the will 
of the late Francis Amory of Beverly, Massachusetts, 
the American Academy of Arts and Sciences offers a 
substantial prize for outstanding work addressed to the 
alleviation or cure of diseases affecting human reproduc- 
tive organs. The gift provides a fund, the income of 
which may be awarded at seven-year intervals “as a 
prize and gold medal, or other token of honor or 
merit,” to any individual or individuals for work of 
“extraordinary or exceptional merit” in this field. In 
case there has appeared work of a quality to warrant it, 
the next award will be made in 1947. Awards will be 
made for what in the judgment of the Committee on 
the Amory Fund appears to be the most outstanding con- 
tribution or contributions in the field as outlined and 
as based on published work and recognized accomplish- 
ment for the current seven-year period. 

No formal applications and no essays or treatises from 
individuals are solicited, but suggestions will be welcome 
from any appropriate source that will be of aid to the 
Committee in making a wise selection. 

Recommendations may be addressed to Secretary, 
Amory Fund Committee, American Academy of Arts 
and Sciences, 28 Newbury Street, Boston, Massachusetts. 


NATIONAL CONFERENCE ON 
MEDICAL SERVICE 


The twentieth annual meeting of the National Confer- 
ence on Medical Service will be held at the Palmer 
House, Chicago, on February 9. Registration will com- 
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mence at 9 a.m., and the program will include discussions 
in the fields of national affairs, economics and medical 
education. All physicians are invited to attend; there is 
no registration fee. Dr. Cleon A. Nafe, Indianapolis, is 
president of the Conference and Creighton Barker, 
New Haven, is secretary. 


CHICAGO MEDICAL SOCIETY 


The third annual clinical conference of the Chicago 
Medical Society will be held at the Palmer House, Chi- 
cago, March 4-7, 1947. The previous two conferences 
have warranted the continuance of the meeting, the 
program of which is selected particularly for the general 
practitioner. Scientific exhibits from Chicago and ad- 
joining medical centers and commerciat exhibits will be 
included in the program. All physicians are invited to 
attend. Further information may be obtained from the 
Society Office, 30 No. Michigan Avenue, Chicago 2, 
Illinois. 


PHILADELPHIA SEMINAR IN RADIOLOGY 


The second annual Philadelphia postgraduate seminar 
in radiology will be held March 30 to April 4, 1947. 
The course is sponsored by the American College of 
Radiology and the Philadelphia Roentgen Ray Society. 

Registrants will be limited to one hundred, and pref- 
erence will be given to members of the American Col- 
lege of Radiology who served in World War II. The 
tuition fee will be $50.00. 

Interested radiologists should contact the office of the 
American College of Radiology, 20 No. Wacker Drive, 
Chicago 6, Illinois. 


MINNESOTA MEDICAL SERVICE 


At a meeting held in Saint Paul on January 4, 1947, 
the articles of incorporation for a non-profit organiza- 
tion to be known as Minnesota Medical Service, Inc. 
were signed by twenty-one incorporators, and a board 
of eleven directors was elected. 

Dr. Olaf I. Sohlberg, Saint Paul, was named presi- 
dent of the board; Dr. R. R. Cranmer, Minneapolis, vice 
president; Dr. C. A. McKinley, Minneapolis, secretary; 
Dr. W. A. Coventry, Duluth, treasurer. Other board 
members are: Dr. E. C. Bayley, Lake City; Philip G. E. 
Hoeper, Mankato; Dr. J. F. Norman, Crookston; Dr. 
E. M. Hammes, Saint Paul; Dr. E. J. Simons, Swan- 
ville; Dr. L. L. Sogge, Windom, and Dr. W. W. Yeager, 
Marshall. 


ANNUAL COUNTY OFFICERS MEETING 
Officers of all. component medical societies of the Min- 
nesota State Medical Association are reminded to keep 
open Saturday, March 1, 1947, which is the date selected 
by the Council for the Annual County Officers Meeting. 
County officers will convene this year at Hotel Lowry, 
(Continued on Page 100) 
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New and modern hospitals 
beautifully located amid the rolling 
hills of Golden Valley 


Only ten minutes from the Minneapolis loop, the 
For the Treatment hospitals have all the advantages of a rural setting. The 
of NON-SURGICAL — rae ease wisi yaaa a physical 
plants makes the proper classification of patients pos- 
and NON-INFECTIOUS sible. The latest in specialized and scientific treatment 
DISEASES is emphasized at each of seven separate stations. 
Every facility for comfort and care is assured the 
patient. Available to all reputable members of the 
medical profession. 


Operated in connection with HOMEWOOD HOSPITAL 


School of Psychiatrie Nursing 


: S A one year course in our school of psychiatric nurs- 

A course in 7, ing is available to eligible applicants. All phases of 
offers training in a the subject are skillfully presented by a capable and 
highly paid profession. experienced faculty. 





Students work with Classroom and laboratory studies are combined with 


: s an interesting program of actual work on the wards. 
skilled professional men 


idl aitheate: Here's an opportunity to obtain a useful higher edu- 
cation—and at the same time prepare for a highly paid 
It’s the best prepar- interesting and respected career. Tuition free. Class 
oittaas ta "se pin, a diploma and cape are awarded on completion 
ea of the course. 
It's a profession not Classes begin in January, June and September. 
affected by depres- June class now being organized. 
sions. Write for particulars. Director, School of Nursing 


Glenwood Hills Hospitals, 3501 Golden Valley Road, Route Seven, Minneapolis, Minnesota 
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REPORTS AND ANNOUNCEMENTS 


CAUGHT in the 
storm center of the meno- 
pause—bewildered by 
vasomotor disturbances, 
mental depression, pain 
and tension—many pa- 
tients may be restored to 
comparative tranquillity 
by well timed estrogenic 
therapy. 


When you base your 
treatment on an estrogenic 
product of unquestioned 
purity and potency, you can feel certain you have 
given your patient the best assistance possible 
through medication. 


Physicians using Solution of Estrogenic Sub- 
stances, Dorsey, may rest upon that certainty. ..for 
this product is manufactured under rigidly regu- 
lated conditions . . . to meet the highest standards 
of the industry. 


A reliable product . . . judiciously ad- 
ministered . . . receding menstrual “storm” 
symptoms. 


SGLUTION OF. 
StvtcnicSubilance, DORSEY 
Supplied in | cc. ampuls and 
’ 10 cc. ampul vials represent- 
ing potencies of 5,000, 10,000 
and 20,000 international 
units per cc. 


THE SMITH-DORSEY COMPANY 


LINCOLN, NEBRASKA + DALLAS + LOS ANGELES 
Manviocturers of Pharmaceuticals to the Medical Profession Since 1908 
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ANNUAL COUNTY OFFICERS MEETING 
(Continued from Page 98) 


Saint Paul. The program begins at 2 p.m. and will end 
with a banquet at which an outstanding speaker will be 
selected to address the delegates. 


MINNESOTA PATHOLOGICAL SOCIETY 


The regular meeting of the Minnesota Pathological 
Society of the University of Minnesota Medical School, 
was held on. Tuesday evening,, December 17, in the 
Medical Science Amphitheater. The speaker was Dr. 
Edith L. Potter, of the University of Chicago. Dr. 
Potter’s subject was “The Pathologist’s Contribution 
to the Clinical Diagnosis of Disorders of the Newborn.” 


GOODHUE COUNTY SOCIETY 


Dr. Grant F. Hartnagel was elected president of the’ 
Goodhue County Medical Society at the annual meeting 
held at the St. James Hotel on December 6. Other 
officers are Dr. Martin G. Flom, vice president; Dr. 
James F. Brusegard, secretary-treasurer; Dr. Raymond 
F. Hedlin, delegate to the State Medical Association, 
and Dr. McGuigan, alternate delegate. 

' Dr. Woodward L. Colby, of Saint Paul, discussed a 
pediatric survey which will be conducted by pediatricians 
of the state. 


INTERURBAN ACADEMY OF MEDICINE 


The annual election of officers of the Interurban 
Academy of Medicine was held at the Hotel Spalding 
in Duluth on November 20. The new president is Dr. 
Philip F. Eckman, Duluth, who succeeds Dr. H. A. Sin- 
cock, of Superior. Dr. Conrad Giesen, of Superior, was 
elected vice president, and Dr. Henry E. Bakkila, of 
Duluth, was made secretary-treasurer, replacing Dr. 
Herbert P. Christianson, of Superior. Dr. Richard Bar- 
don, of Duluth, was elected to the board of censors 
for a three-year term. 

Speakers at the meeting were Dr. Giesen and Dr. 
Frank J. Hirschboeck of Duluth. 


RAMSEY COUNTY SOCIETY 


The Ramsey County Medical Society at its meeting 
in Saint Paul named Dr. Clayton K. Williams, Saint 
Paul, as president-elect to take office in 1948. The 
president for the ensuing year is Dr. John M. Culligan. 
Other officers who assumed their duties on January 1 
are Dr. Lyman R. Critchfield, vice president, and Dr. 
Laurence D. Hilger, secretary-treasurer. 

A feature of the meeting was a symposium of the 
recent polio epidemic. Discussion leaders included Dr. 
Robert B. J. Schoch, Saint Paul city health physician, 
Dr. Wallace Cole, Dr. P. K. Artz and Dr. Frank 
Hedenstrom. About 149 members of the society at- 
tended. 


REDWOOD-RENVILLE COUNTY SOCIETY 


Dr. Ralph E. Erickson, of Hector, was elected presi- 
dent of the Redwood-Renville County Medical Society 


(Continued on Page 102) 
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WHEN DIETARY MEASURES ALONE cannot control 
a recently established case of diabetes and insu- 
lin must be resorted to, one daily injection of 
intermediate-acting ‘Wellcome’ Globin Insulin 
with Zine will often prove both adequate and 
beneficial. This simplified regimen can be ini- 
tiated in the following manner: 


ESTIMATING THE DOSAGE: The simplest method 
is to start with 15 units of Globin Insulin and in- 
crease the dosage every few days, as required. 
A closer estimation is obtained by quantitative 
sugar determination of a 24-hour urine speci- 
men. For the initial dosage, % of a unit of 
Globin Insulin is given for every gram of sugar 


spilled in 24 hours. 


Both diet and dosage must subsequently be 
adjusted to meet the needs of each individual 


patient. 


ADJUSTING THE DIET: In general it has been 
found that a good carbohydrate distribution for 
the patient on Globin Insulin consists of 1/5 of 
the total carbohydrate at breakfast, 2/5 at the 


The newly diagnosed 
diabetic and 


Globin Insulin 


noon meal, and 2/5 at the evening meal. Any 
tendency toward midafternoon hypoglycemia 
may usually be offset by giving 10 to 20 grams 
of carbohydrate between 3 and 4 p.m. 


This starting diet may subsequently be adjusted 
as required to suit the needs of the patient. Final 
adjustment of carbohydrate distribution may be 
based on fractional urinalyses. 


ADJUSTING TO 24-HOUR CONTROL: Simulta- 
neously adjust the Globin Insulin dosage to 
provide 24-hour control as evidenced by a fast- 
ing blood sugar level of less than 150 mgm., or 
sugar-free urine-in the fasting sample. 


‘Wellcome’ Globin Insulin with Zinc is a clear solu- 
tion, comparable to regular insulin in its freedom 
from allergenic a Available in 40 and 80 
units per cc., vials of 10 cc. Accepted by the Council 
on Pharmacy and Chemistry, American Medical 
Association. Developed in The Wellcome Research 
Laboratories, Tuckahoe, New York. U.S. Patent 
No. 2,161,198. LITERATURE ON REQUEST. 

‘Wellcome’ Trademark Registered 


WELLCOME’ #9 


Globin | Jusulin 


mR BURROUGHS WELLCOME & CO. (U.S.A.) INC., 9 & II EAST 41ST STREET, NEW YORK 17, N.Y. 
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REPORTS AND ANNOUNCEMENTS 


URINE-SUGAR TESTING 
made 
SIMPLE - SPEEDY - CONVENIENT 
with 


CLINITEST 


The Tablet, No Heating Method 


Simply drop one Clinitest Tablet into test tube con- 
taining proper amount of diluted urine. Allow time for 
reaction—compare with color scale. 


NOTE—NEW ATTACHMENT 
FOR ADDED CONVENIENCE 


The test tube clip now supplied with each pocket-size 
case enables the test tube to be hooked on to the out- 


side of case, as shown in illustration. 


This simple dévice provides an added convenience for 
the user—tube is maintained in an upright position, 
tube is held motionless during reaction. 


FOR OFFICE USE: 
Clinitest Laboratory Outfit (No. 2108) 


FOR PATIENT USE: 
Clinitest Plastic Pocket-Size Set (No. 2106) 


Complete information upon request. 


AMES, COMPANY, 


ELKHART, INDIANA 











| 
| 
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REDWOOD-RENVILLE SOCIETY 
(Continued from Page 100) 


at the annual business meeting held in the community 
halt at Morgan. Dr. Ralph E. Billings, of Franklin, 
was elected secretary. 

Following the dinner and meeting, the twenty-two 
members who attended were entertained at a social 
gathering at the home of Dr. and Mrs. William E. 
Johnson in Morgan. 


ST. LOUIS COUNTY SOCIETY 


Results of the annual election of officers of the St. 
Louis County Medical Society, which was conducted by 
mail balloting were announced at the annual banquet 
held at the Northland Country Club at Duluth on De- 
cember 12. The president-elect is Dr. Peter S. Rudi, 
of Duluth. Dr. Elizabeth C. Bagley, Duluth, was re- 
elected secretary-treasurer, and Dr. Reginald A. Salter, 
Virginia, vice president. Dr. Daniel W. Wheeler, Du- 
luth, is the 1947 president, succeeding Dr. Paul G. 
Boman, Duluth. 

Dr. Gerhard von Glahn, professor of political science 
and economics at the Duluth State Teachers College, 
spoke on “The European Scene Today.” 


WASHINGTON COUNTY SOCIETY 


At the annual meeting of the Washington County 
Medical Society, the following officers were elected for 
1947: President—Francis M. McCarten; first vice 
president—Russell E. Carlson; second vice president— 
Emmett R. Samson; secretary-treasurer—E. Sydney 
Boleyn; delegate—E. Sydney Boleyn; alternate delegate 
—Wade R. Humphrey; censor for 1947, 1948, 1949—R_’ 
J. Josewski, all of Stillwater. 





Heart Disease 
(Continued from Page 73) 


stored to full or partial working capacity. Similarly, 
studies of children attacked by rheumatic fever show that 
more than 90 per cent of those who escape serious heart 
damage lived ten years or longer, and even among those 
with heart damage a great majority are living ten years 
after onset. Those without serious heart involvement 
can usually lead normal lives, with little restricton. 
This applies also, in considerable measure, to those with 
damaged hearts, although they must avoid certain types 
of occupations. 

Altogether, then, there is little cause for alarm over 
the situation in heart disease today. The great bulk 
of the deaths from this cause occur in older people. 
It is necessary, of course, to see that elderly heart disease 
patients are properly cared for. Relatively few of them, 
however, require or can afford expensive hospital or in- 
stitutional care. Many cardiacs in the older age groups 
can live happy useful lives in their own households. 
Their social, economic, and culturaf problems are often 
more important than their medical problems. The spe- 
cial types of facilities required to cater to these people 
are in many instances a responsibility of the community. 
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to combat 


depression associated with 


persistent pain... 


Many patients suffering from persistent pain 

are subject to attacks of depression characterized 
by deep apathy and emotional exhaustion. 

Thus, pre-existing neurotic tendencies 

may be exaggerated and the pain threshold 
progressively lowered. 


By restoring morale and optimism, benzedrine sulfate 


Benzedrine Sulfate will often effectively : (racemic amphetamine sulfate, S.K.F.) Tablets and Elixir 


po 


combat the depression which may complicate 
the management of painful conditions. Needless to 3) 


say, Benzedrine Sulfate is not indicated in the 


Seren Oo 


casual case of low spirits, as distinguished 


_ 
wn 


from true mental depression. 


Smith, Kline & French Laboratories, Philadelphio Pa. 


SFOra?atlae’ Rr 


pw | 
= 
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A REMARKABLE development which 


assures accuracy in auscultatory diagnosis. 


Anelectronic stethoscope which ampli- 
fies the faint heart and chest sounds you 
wish to hear while subduing the other 
sounds to convenient levels for com- 
parison. 


Easily detects faint murmurs and dis- 
ease sounds which cannot be heard 
through the old-fashioned acoustic stetho- 


Che Stethetron scope. 


A demonstration will convince you. 


MAICO of Minneapolis, 74 So. 9th Street 
Adams Bros. Distributors Tel. Atlantic 4329 


MAICO of St. Paul, 1108 Commerce Bldg. 
Louis J. Kelly, Mgr. Tel. Garfield 6144 














OMEWOOD HOSPITAL is one of the 
Northwest's outstanding hospitals for the 
treatment of Nervous Disorders—equipped 
with all the essentials for rendering high-grade 
service to patient and physician. 


Operated in Connection with 
Glenwood Hills Hospitals 


HOMEWOOD HOSPITAL 


Corner Penn and Plymouth Avenues North 
Minneapolis Minnesote 








THE MARY E. POGUE SCHOOL 


For Retarded and Fpileptic Children 


Children are grouped speeding to type and have their own separate departments. Separate 
buildings for girls and boys. 


Large beautiful grounds. Five school rooms. Teachers are all college trained and have 
Teachers’ Certificates. 


Occupational Therapy. Speech Corrective Work. 


The School is only 26 miles west of Chicago. All west highways out of Chicago pass 
through or near eaton. 


paterring _phoaistons | may continue to sw sugeerios care and treatment of children placed in the 
Sch ou are invited to visit the | or send for catalogue. 


26 Geneva Road Wheaton, IIL Phone: Wheaton 319 
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{Above} Fitting practice session at recent CAMP Instructional Course 


YOUR PATIENTS ARE PROPERLY FITTED 
When You Recommend CAMP Scientific Supports 


CAMP fitters are conscientiously trained to work on the physician’s 
team as technicians in scientfic supports. Annual four-day sessions 
in New York and Chicago (now in their 19th year), a steady 
schedule of regional classes, individual instruction by the corps of 
CAMP registered nurses and professionally edited handbooks and 
other helpful literature have trained thousands of fitters in pre- 
scription accurtcy and ethical procedure, 


S. H. CAMP AND COMPANY, JACKSON, MICHIGAN 


W orld’s Largest Manufacturers of Scientific Supports 
Offices in New York * Chicago * Windsor, Ontario * London, England 
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¢ Of General Interest ¢ 





Dr. Henry P. Linner, Minneapolis, has been elected 
surgeon for the Hamilton Fish Camp No. 7, U. S. 
Spanish War Veterans. 

*~ * * 

The regular quarterly chest clinic conducted by the 
Rochester Department of Health, was held at the city 
hall on December 3. Dr. Carl Pfeutze, superintendent 
of the Mineral Springs Sanatorium, was in charge. 

x* * * 


Dr. Alfred W. Adson, Rochester, was guest speaker 
at the meeting of the Four County Medical Auxiliary 
held in Mayo Foundation House on November 29. 
Dr. Adson discussed prepayment medical care. 

* * * 


Dr. Clyde E. Wilson has closed his hospital at Blue 
Earth after more than thirty years of operation. The 
termination of his hospital activities will not affect 
his private practice, which will be continued. 

*_ * * 


Dr. Ernest F. Cowern, village doctor at North Saint 
Paul for the past forty-three years, was guest of honor 
at a dinner sponsored by fellow lodge members on 
December 13. 

* * * 

Dr. Orville J. Swenson, of Waseca, recently under- 
went surgery at Rochester for the correction of two 
slipped discs in the upper part of his spine. Dr. Swen- 
son expects to be out of practice for about two months. 

- os ~ ¥ 


Dr. William H. Hengstler, specialist in nervous and 
mental diseases, discussed the “Emotional Effects of 
Children’s Experiences” at the December meeting of 
Section 1 of the Child Psychology Study Circle of 
Saint Paul. 

* * * 

Dr. M. M. D. Williams, of the Mayo Clinic, has re- 
turned from Chicago, where he assisted with the exami- 
nations for the American Board of Radiology. Dr. 
Williams also attended the meeting of the Radiological 
Society of North America. 

* * * 


Organization of a Minnesota Chapter of the Ameri- 
can College of Physicians and Surgeons has been com- 
pleted. Dr. Fred Benn, of Minneapolis, was elected 
president and Dr. Albert E. Ritt, of Saint Paul, secre- 
tary-treasurer. 

* x * 

A tuberculin test was conducted recently by Dr. 
Kathleen Jordan, of the Minnesota Public Health As- 
sociation, at the public schools at Willmar. About 
660 pupils in the first, sixth, ninth and twelfth grades 
were tested. 

* * * 


Dr. Louis R. Buie, of the Mayo Clinic, has been in 
Chicago for the meetings of the Judicial Council, the 
Committee on the Revision of the Constitution and 
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By-laws, and the House of Delegates of the American 
Medical Association. 


* * * 


Dr. Harry B. Zimmerman, Saint Paul, was re-elected 
recorder of the Western Surgical Association at the 
annual meeting held in Memphis, Tennessee, during 
the first week of December. Dr. Frank C. Mann, of 
Rochester, was elected first vice president. 


* * * 


Under the will of the late Dr. Julius A. Hielscher, 
Mankato, two hospitals are included as beneficiaries. One- 
half of Dr. Hielscher’s estate, which is in excess of 
$60,000, goes to St. Joseph’s Hospital and one-fourth 
to Immanuel Hospital, both in Mankato. 


* * * 


Announcement has been made of the appointment 
of Dr. Charles W. Mayo, of Rochester, as chairman 
of a nineteen-member advisory committee on medical 
care for veterans by the Veterans Administration in 
Washingtan, D. C. 


* * * 


While Dr. H. Cope has been interning at Bethesda 
Hospital in Saint Paul, Mrs. Cope, who is a pianist, 
has been completing her musical studies at the Mc- 
Phail School of Music in Minneapolis. On November 
14, Mrs. Cope played her graduation recital. 


* * * 


Dr. Andrew Gullixson, who has been in medical prac- 
tice in Albert Lea for the past forty years, is assembling 
a history of the early doctors of Freeborn County which 
will be included in the History of Medicine in Minne- 
sota. 

* * + 


CorrEcTION—Due to a printer’s error, the amount of 
the Van Meter Prize Award for 1947 was incorrectly 
listed in the announcement which appeared in the No- 
vember number of Minnesota MeEpIcINE. The amount 
of the Award is $300.00. 


* * * 


While on a brief visit at the Mayo Clinic, Dr, V. G. 
Vaishampayn, chief medical officer of the N. W. Wadia 
Charitable Hospital at Shaolpaur, Bombay Presidency, 
India, completes the arrangements for some of the 
fifty-four doctors whom the India government is send- 
ing to America on fellowships to study at the Clinic. 


* * * 


Dr. John Collin Hays, formerly of Saint Paul, who 
is a ward officer at Mason General Hospical, Brentwood, 
New York, has been promoted to the rank of captain. 
Dr. Hays took his B.A. M.B., and M.D. degrees at the 
University of Minnesota and served both his internship 
and residency at the Minneapolis General Hospital. 


(Continued on Page 108) 
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— Get FE Now- 


Equipment In Stock Available for Immediate Delivery 


Heidbrink Oxygen Tents 
McKesson and Emerson Resusci- 
- tators 

Colson and Myrick Inhalators 

Waste Receptacles and Waste 
Baskets 

Vollrath Polio-Pak Heaters 

C.S.E. Paraffin Embedding Ovens 

Electric Heating Pads and Blan- 
kets 

Leitz Photo Electric Colorimeters 

Castle and American U. V. Germ- 
icidal Lights 

Castle Portable and Ceiling Model 
Operating Lights 

Improved Davis-Bovie Electro 
Surgical Units 

Stainless Steel, Wearever Alum- 
inum and White Enamel Utensils 

Castle “Monarch” Hopper Type, 
Urinal and Bedpan Washer 
Sterilizer, Flush Valve for Cold 
Water, Separate Valve for 
Steam, Wall Piping 

Simmon’s Hospital Beds, Inne r- 
spring Mattresses, Dressers, Ov- 
erbed Tables, Bedside Cabinets, 
Chairs, Cribs, Bassinettes, Etc. 


McKesson Water Type Metabolor 

Despatch Hot Air Sterilizer 

Pelton, Castle and Burton Spotlites 

Ultra-Violet and Infra Red Lights 

Cincinnati Obstetrical Tables 

Mont Reid Operating Tables 

Wocher Explosion-Proof Operating 
Tables 

All Kinds of Gomco Suction Pumps 

Castle, Pelton and American In- 
strument Sterilizers 

Ritter Ear, Nose and Throat Units, 
Cuspidors and Stools 

Improved Bellevue Hospital Model 
Suction Pumps 

Wheel Stretchers, Invalid Walkers 
and All Kinds of Wheelchairs 

Hamilton Examination Tables, 
Treatment Cabinets, Instrument 
Cabinets, Waste Receptacles 
and Stools—white with Black 
Trim . 

American 10-Gallon Water Steril- 
izers, 220 Volt A.C., 6,000 watt, 
type A heater on each tank, low 
water cutout, pressure control, 
standard plated finish, 101 white 
stand 


All Items Are Subject to Prior Sale 


PHYSICIANS AND HOSPITALS SUPPLY CO., Inc. 


Ys oO 
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OF GENERAL 


MERCUROCHROME 


(H. W. & D. brand of merbromin, 
b urifl in-sodium) 


ibromoxymerc 





Extensive use of the Surgical 
Solution of Mercurochrome 
has demonstrated its value in 
preoperative skin disinfec- 
tion. Among the many advan- 
tages of this solution are: 

Solvents which permit the 
antiseptic to reach bacteria 
protected by fatty secretions 
or epithelial debris. 

Clear definition of treated 
areas. Rapid drying. 

Ease and economy of pre- 
paring stock solutions. 

Solutions keep indefinitely. 

The Surgical Solution may 
be prepared in the hospital or 
purchased ready to use. 

Mercurochrome is also sup- 
plied in Aqueous Solution, 
Powder and Tablets. 


HYNSON, WESTCOTT | 


& DUNNING, INC. 


Baltimore 1, Maryland | 


| years. 


| section, Veterans Administration, 
| guest speaker at the anunual Public Health Dinner, 
| sponsored by the Kiwanis Club at Willmar on Novem- 
| ber 12. 





INTEREST 


(Continued from Page 106) 


| Announcement has been made of the appointment 
| of Dr. Joseph C. Klein, of Shakopee, as department 
| surgeon of the Veterans of Foreign Wars of Minne- 
| sota, by the State Council of Administration of th: 
| VFW. During the war Dr. Klein was a member,of th: 
| Naval Corps. 


* * * 
Dr. John Ejiler, of Park Rapids, has been joined in a 


| partnership by Robert G. Tinkham, formerly of Minne- 


apolis. Since his discharge from the Army last Feb- 
ruary. Dr. Tinkham has been associated with the 
Duluth Clinic. He was in service for two and a half 


* * * 


The American Pharmaceutical Manufacturers As- 


| sociation Award of Distinction was presented to the 


Mayo Foundation for Medical Education at the mid- 


| year meeting of the manufacturers in New York City 


on December 9. Dr. Donald C. Balfour accepted the 


| award for the Foundation. 


* * * 


Dr. Russell Frost, assistant chief of the tuberculosis 
Fort Snelling, was 


His subject was “The Tuberculosis Program 
of the Veterans Administration.” Dr. Frost is a former 
Willmar resident. 

* * * 

Drs. Frances M. McCarten and Russell Carlson, of 
Stillwater, whose offices were burned out in 
the recent fire which destroyed the drug store building 
in which they were located, have established temporary 
offices with Dr. James H. Haines in the Holcombe 
Block. Both doctors lost much valuable equipment 
but were able to save their records and books. 

* * * 


Dr. Earl Crow, assistant superintendent of the State 
Sanatorium at Walker, has been appointed superintend- 
ent of the institution, succeeding Dr. Francis F. Calla- 
han, who has resigned to enter private practice in Saint 
Paul. 

Dr. Crow is a native of Walker and a graduate of the 
University of Minnesota Medical School. 

os + 


Dr. James C. Crabtree, of Princeton, has been filling 
a vacancy temporarily at the Northern Pacific Hospital 
in Saint Paul, caused by the resignation of Dr. Louis 
Rosenbladt who has gone to Tacoma, Washington. Dr. 


| Crabtree expected to return to Princeton as soon as the 


Community Hospital opens, which should be short- 


| ly after the first of the year. 


* * * 
Announcement has been made of the marriage of 


Miss Mary Lou Helmerson of Minneapolis, to Dr. 
James C. Breneman at Zion Lutheran Church, Fort 


Custer, Michigan. 


Dr. Breneman, whose home was in Martin County, 
is a graduate of Gustavus Adolphus College, St. Peter, 
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ASCORBIC. 


HEXAVITAMIN- 
(U.S.P.) 


Pern CAPsuLE 
Vitemin A 2500 USP.Unin('% m02) 
Vitemin 200 USP.Uninei% anny 
Theming . 2. Le Mgt tana 
Ribcfevin. . . 1S Mg. (tmnt) 
Ascorbic Acid. . 37. Mg ("mony 





ASCORBIC 
ACID 


VITAMIN 


WA 
VITAMIN P 


Mount V 


Dose: 1 daily or 
as prescribed 
by physician. 





NIACIN 


NICOTINIC ACIO 


WALKER’S 


SOLUTION 
THIAMINE 
HYDROCHLORIDE 


To be used only 
by, oF on prescrip 





CROPS MAY BE ADDED TO MAK, FRUIT 
ICES OR FOOD 


‘SUPPUED DELIVERS APPROX. 
15 DROPS PER CC. 
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CONFIDENCE 


The hallmark of Walker manu- 
facture is its uncompromising 
emphasis on quality. Rigid con- 
trols at every stage of produc- 
tion, from raw materials to the 
finished products, insure their 
dependability. Physicians know 
that Walker vitamin products can 
be prescribed with confidence. 


alley 


VITAMIN PRODUCTS, INC. 
MOUNT VERNON, NEW YORK 


100 TASLETS 


RIBOFLAVI 


THIAMINE 
smo. fm hariellip: 


<3] VITAMIN 


Dose: 1 daily or 
as prescribed 
physician. 


For ese in the treatment of 
Ribefievin deficiencies 


CONCENTRATED 
OLEO VITAMIN 


A-D DROPS 


OMLY DOSAGE: - - - - SS = 
Lach GRAM contamns erage vanes 
VITAMIN A cFo08 Leer Omms SS omas 


=e 
a a 
oS ay 
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OF GENERAL INTEREST 


(Continued from Page 108) 
and the University of Minnesota Medical School. He 
is now associated with the Veterans Hospital at Fort 
Custer and makes his home at Battle Creek. 

, * * * 

The Minnesota State Medical Association and the 
State Society for the Prevention of Blindness have 
appointed a four-man committee to arrange facilities 
for obtaining human eyes for the blind. 

The members of this committee, who will serve as 
contact for persons wishing to donate eyes to blind 
persons, are Dr. Frank Burch, Saint Paul, chairman; 
Dr. Frank Knapp, Duluth; Dr. Erling Hansen, Minne- 
apolis, and Dr. William Benedict, of Rochester. 

* x * 

Dr. James W, Reid has opened offices for the prat- 
tice. of medicine and surgery in the West Twins Build- 
ing in West Saint Paul. Dr. Reid is a 1942 graduate 
of the University of Minnesota Medical School: He 
entered military service the same year, and with the 


rank of captain was assigned to the European Theater , 


for over two years. Dr. Reid made his home in South 
Saint Paul for twenty-five years and he is a nephew 
of Andrew Reid, postmaster at South Saint Paul. 

* * * 

Dr. Winchell McK. Craig, Mayo Clinic, has been in 
Washington, D. C., where he attended a conference of 
the Naval Reserve Policy Board called by Secretary of 
the Navy James Forrestal. ' 

Members of the board, which serves as an advisory 


unit to the Secretary of the Navy, were put on activ: 
duty for the duration of the conference. Dr. Craig 
attended in his capacity as rear admiral. 


* * * 


The Minnesota State Medical Association has signed 
a contract with the Veterans Administration unde: 
which veterans suffering from a service-connected dis- 
ability or illness may be treated by their local phy- 
sicians. Under the plan, in which 2600 doctors wi 
participate, statement for services will be rendered to 
the State Medical Association and it, in turn, will col 
lect from the VA. 

* * * 

In addition to his private practice, during which he 
has delivered 1,360 babies, Dr. Cowern has also beer 
staff physician at St. John’s Hospital, and has served 
as deputy coroner. A graduate of Dartmouth Medical 
College, Dr. Cowern spent a brief period of practice 
in Massachusetts and New Hampshire before locating 
in Saint Paul. During World War I he was medical 
instructor in the medical corps at Fort Oglethorpe, 
Georgia. 

ee 

Dr. Kenneth W. Covey, of Mahnomen, has an- 
nounced his association with Dr. A. W. Skoog-Smith, of 
Minneapolis, as of December 2. 

Dr. Skoog-Smith took his premedical work at the 
University of Ohio and he graduated from the Univer- 


(Continued on Page 112) 
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sity School of Medicine in 1943. He interned at Gen- 

eral Hospital in Minneapolis. Following the comple- 

tion of his internship he entered the Army, where he 

served for twenty-two months in Holland and Germany. 
* * * 

The Hennepin County Medical Society was addressed 
by Dr. Nils Westermark, x-ray chief at the University 
of Stockholm, at their meeting on December 9 in the 
Medical Arts Building. 

Dr. Westermark, who discussed bronchial cancer, is 
visiting American medical schools and has lectured at 
the University of Minnesota, the Mayo Clinic in 
Rochester and at the meeting of the Radiological So- 
ciety held in Chicago recently. 

* * * 


Educational talks on cancer will be given by Duluth 
members of the St. Louis County Medical Society on 
request at various clubs and fraternal meetings through- 
out the city. The Duluth Chapter, Minnesota Cancer 
Society, is sponsoring these talks. Among the doctors 
already having given their services for this purpose are 
Dr. Charles Bagley, Dr. Duncan V. Luth, Dr. Karl 
Johnson, Dr. Clarence H. Christensen, Dr. John D. 
Barker and Dr. Henry G. Geronimus. 

* * x 

Support of legislation giving counties or groups of 
counties the authority to establish local health depart- 
ments, which is to be presented at this: session of the 
legislature, is urged by Dr. Donald A. Dukelow, head 


of the health and medical care division, Minneapolis 
Council of Social Agencies, and vice president of the 
Minnesota committee on local services. 

According to Dr. Dukelow, a survey made in 1942 
revealed that only 34 per cent of Minnesota’s popula- 
tion was served by local full-time health officers. 


oe 


Drs. John J. Bittner and George Crane Christian, can- 
cer research specialists at the University of Minnesota, 
and Dr. Robert A. Huseby, fellow of the Internationa) 
Cancer Research Foundation, at the University, at- 
tended the conference on Nutrition in Relation to Can- 
cer which was held in New York City on December 
6 and 7. 

The conference was sponsored jointly by the New 
York Academy of Sciences and the Panel on Nutrition, 
Committee of Growth, National Research Council. 


* * * 


Specially prepared films are being produced by the 
McGraw-Hill Book Company for supplementing the 
use of a Textbook of Healthful Living, by Dr. Harold 
S. Diehl, dean of medical sciences at the University of 
Minnesota Medical School: The 16 mm. sound-motion 
pictures, illustrating such subjects as Body Care and 
Grooming, Personal Health, Sex Education, Mental 
Hygiene, et cetera, present this information in an en- 
tirely factual manner, and the innovation is said to 
be of value in explaining the more difficult text matter. 


(Continued on Page 114) 
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Dr. Manfred W. Comfort, of the Mayo Clinic, pre- 
sented a paper on “Gastric Acidity Before: and After 
Development of Gastric Carcinoma” at the recent con- 
ference on gastric cancer held at the Billings Hospital, 
Chicago University. The paper was co-authored hy 
Drs. Mavis P. Kelsey and Joseph Berkson, both of the 
Clinic. 

The conference was attended by about 125 physicians, 
research workers and representatives of cancer research 
foundations. Among them were Drs. Berkson, Frank 
C. Mann, George M. Higgins, John R. McDonald, 
Harold L. Mason and Hugh R. Butt, all of Rochester. 


* * * 


The first dinner meeting of the general medical fac- 
ulty of the University of Minnesota since the end of 
the war was held in Coffman Memorial Union on 
Monday evening, December 9. 

Major school developments during the past year were 
outlined by Dr. Harold S. Diehl, dean of medical 
sciences, who also announced future plans. 

A. report of the status of fund drives for the proposed 
Mayo Memorial Building to be constructed on the uni- 
versity campus was made by Dr. Donald Cowling of 
Saint Paul, who is chairman of the Memorial Commit- 
tee. 

* 

At the annual meeting of the American Public Health 
Association in Cleveland in November, five members 
of the staff of the University of Minnesota Medical 
School were elected to office in the organization. Dr. 
Harold S. Diehl, dean of medical sciences, Dr. Gaylord 
Anderson, head of the School of Public Health, and Dr. 
Albert J. Chesley, clinical professor emeritus of public 
health and secretary of the, Minnesota State Board of 
Health, were elected to the governing council of the 
organization for three-year terms. 

Harold A. Whittaker, professor of public health 
engineering, was made vice president, and George O. 
Pierce, associate professor of public health engineering, 
was elected secretary of the association. 


x * 





* * * 


Veteran members of the medical profession in the 
neighborhood of Slayton joined recently with the local 
Civic and Commerce Association in sponsoring a dinner 
in honor of Dr. Leon A. Williams, of Slayton, who 
recently retired after a half century in medical prac- 
tice in Murray County. Dinner was served in Wesley 
Hall and a program of interesting addresses and music 
by a male quartet was presented. Visiting doctors 
who paid tribute to Dr. Williams were Dr. Ludwig 
L. Sogge, of Windom, Dr. Herminus De Boer, of 
Edgerton, Dr. Byron O. Mork, of Worthington, Dr. 
Walter H. Valentine, of Tracy, and Dr. Sidney A. 
Slater, of Southwestern Sanatorium, at Worthington. 

* * * 

Dr. Ralph E. Wenzel has entered practice at Albert 
Lea with offices in the Albert Lea Medical and Surgical 
Center. 

Dr. Wenzel, who is a 1938 graduate of Northwestern 
University Medical School, was in the U. S. Public 
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Health Service prior to entering military service. A 
member of the Coast Guard, he served as chief medi- 
cal officer, captain of the Port of Los Angeles, and as 
assistant district medical officer in Honolulu. Later he 
was assigned to the Marine Hospital in Chicago. Since 
his separation from service he has been engaged in 
special study in obstetrics at the University of Iowa 


Medical School. 


* * * 







‘eadquarters, Fifth Army, has announced the pro- 
motion of Maxwell M. Barr, 1035 N. Washburn, Min- 
nec polis, to the rank of captain, on December 19. Cap- 
tain Barr was one of four medical officers who were 
promoted here. 

aptain Barr received his medical degree at the 
University of Minnesota and was employed at the 
Mayo Clinic as an obstetrician prior to his entry into 
the armed services. He was commissioned in July, 
19:5, and attended an Army Specialized Training Pro- 
gram school before coming to the station hospital at 
Camp McCoy. His present duties are those of Receiving 
and Disposition Officer at the McCoy hospital. 


ok 

































*x * 







‘he following Minnesota surgeons were received into 
fellowship in the American College of Surgeons on De- 
cember 20, 1946, during the Clinical Congress held in 
Cleveland: David P. Anderson, Jr., Austin; William 
H. Bickel, Rochester; Everett B. Coulter, Minneapolis; 
Earl H. Dunlap, Minneapolis; Reinhold M. Ericson, 
Minneapolis; George T. R. Fahlund, Rochester; Fred 
Z. Havens, Rochester; Eugene M. Kasper, Saint Paul; 
Rochfort W. Kearney, Mankato; Paul C. Kiernan, 
Rochester; Howard H. Lander, Rochester; Paul N. 
Larson, Minneapolis; Donovan L. McCain, Saint Paul; 
John R. Paine, Minneapolis; Wesley G. Schaefer, Min- 
neapolis; Anthony J. Spang, Duluth. 


























*x * 






Dr. Kenneth A. Peterson has opened offices for the 
practice of medicine and surgery at Marshall in as- 
sociation with Dr. Frank D. Gray. 

Dr. Peterson, who is the son of Dr. Roy A. Peterson, 
of Vesta, graduated from the University of Minnesota 
Medical School. He interned at the Minneapolis Gen- 
eral Hospital and was resident physician at the Midway 
Hospital for two years prior to entering military service. 

His army assignments included Northington General 
Hospital in Tuscalusa, Alabama, where he was engaged 
in neurosurgical, orthopedic and plastic surgery. Just 
Prior to his separation from service he was at the 
Regional Hospital at Ft. McClellan, Alabama, where 
he was chief of the outpatient department. 

x* * * 


Dr. Lawrence M. Randall was elected president of the 
staff of the Mayo Clinic at the annual staff dinner 
and meeting held at the Rochester Golf and Country 
Club, on November 18. 

Dr. Edward N. Cook is the new secretary, Dr. John 
D. Camp was made first counselor and Dr. Monte C. 
Piper, second counselor. 

Eleven physicians who have attained the rating of 
emeritus staff members at the Clinic were honored with 
testimonial booklets and gifts from the staff. Some of 
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Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two-week intensive course in Surgical 
Tockaique starting January 20, February 17, March 


Four-week course in General Surgery starting Feb- 
ruary 3 and March 3 

Two-week Surgical Anatomy & Clinical Surgery start- 
ing February 17 and March 17 

One week Surgery of Colon & Rectum starting March 
10 and April 7. 

Two weeks Surgical Pathology every two weeks. 


GY NECOLOGY—Two-week 

March 17, and April 14. 

One-week course in Vaginal Approach to Pelvic Sur- 
gery starting March 10 and April 7. 


OBSTETRICS—Two-week 
March 3 and April 28. 


MEDICINE-—-Two-week intensive course starting April 
7 and June 2. 
One month course Electrocardiography & Heart Dis- 
ease starting February 15 and June 16 





intensive course starting 


intensive course starting 


General, Intensive and Special Courses in all 
Branches of Medicine, Surgery and the Specialties 
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STAFF OF COOK COUNTY HOSPITAL. | 
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SCHUSLER’S have in stock 
are not too fine to match 
the hand tailoring we al- 
ways have and always 
will employ. 
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them had been retired within recent months. These 
physicians were Dr. Samuel Amberg, Dr. William F. 
Braasch, Dr. H. Milton Conner, Dr. John L. Cren- 
shaw, Dr. Herbert Z. Giffin, Dr. John H. Rosenow, 
Dr. Christopher Graham, Dr. Willis S. Lemon, Dr, 
Archibald H. Logan, Dr. Albert Miller and Dr. Charies 


G. Sutherland. se @ 


Six states were represented at the North Central 
Medical Conference held in Saint Paul in November. 
An address on rural medical care was given by Dr. 
L. W. Larson, of Bismarck, who is secretary of the 
North Dakota Medical Association. Pointing out that 
the two major phases of rural medical care are availabil- 
ity and cost, Dr. Larson stated that young physicians 
are being encouraged to locate in rural areas where 
the need is greatest, but added that farm people “must 
be able to offer a doctor a decent living wage, oppor- 
tunity for advancement, facilities with which he can 
practice modern medicine and a desirable town in which 


to live.” 
* *k * 


HOSPITAL NEWS 


Alvin Langehaug has been appointed superintendent 
of Fairview Hospital in Minneapolis, effective January 
1. Mr. Langehaug comes from Chicago where he has 
been superintendent of a 180-bed Norwegian-American 
Hospital. He is a graduate of St. Olaf College and 
was a school superintendent in Minnesota from 1926 
to 1937. He entered military service in 1943 and was 
discharged in 1945, as captain in the Army Medical 
Administrative Corps. 

At one time Mr. Langehaug was superintendent of 
the Lutheran Hospital at Fort Dodge, Iowa, for six 
years. He is a past president of the Iowa Hospital 
Association, a member of the American Hospital As- 
sociation and of the American College of Hospital 


dminis ors 
Administrators. a a 


Announcement has been made by the Board of Direc- 
tors of Asbury Hospital, Minneapolis, of the election 
of Dr. Henry E. Hoffert as president of the staff. 
Other officers selected at the same time were Dr. Alfred 
N. Bessesen, vice president; Dr. Paul J. Preston, secre- 
tary and treasurer; and Dr. R. R. Cranmer, member of 
the advisory board. Holdover members of the board 
are Dr. Ernest R. Anderson, Dr. Thomas A, Peppard, 
and Dr. Leonard K. Buzzelle. 








PHONES: 
ATLANTIC 3317 
ATLANTIC 3318 








~ DANIELSON MEDICAL ARTS PHARMACY, INC 


10-14 Arcade, Medical Arts Building 
825 Nicollet Avenue—Two Entrances—78 South Ninth Street WEEK DAYS—8 to 7 
MINNEAPOLIS 


HOURS: 


| 


SUN. AND HOL.—10 TO 1 











PHYSICIANS AND HOSPITALS SUPPLY CO.. Inc. 


414 SOUTH SIXTH ST 


INSTRUMENTS - TRUSSES - 


MINNEAPOLIS, MINN 
EQUIPMENT - 


PHARMACEUTICALS - DRUGS 


MAIN 2494 


MINNESOTA MEDICINE 





feat 
diog 


rem 
con¢ 
toge 
fo 

gene 
tion 
Toer 
usag 
soul 
prac 
in tl 
of : 
Rig! 


able 
soci 
wid 
cop 
issu 
will 
mer 
194; 













BOOK REVIEWS 





BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
fennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write reviews 
f any or every recent book which may be of interest 
9 physicians. 

















THE CHEST—A Handbook of Roentgen Diagnosis, 

gler, M.D., Professor and Chief, Department of Radiclogy. 
niversity of Minnesota. 352 pages. 338 illus. Price $6.50 
iicago: . Year Book Publishers, Inc., 1946, 


s might be expected by those who are familiar with 
Dr Leo Rigler’s teachings and previous writings, his 
nev. book on “The Chest” is a particularly outstanding 
work. The book is one of a series of handbooks of 
Roentgen Diagnoses published by the Year Book Pub- 
lishers, Inc., of Chicago. Probably its greatest virtue is 
the number and brilliance of the reproductions and the 
exacting clarity and ease of correlation of the accom- 
panying descriptions. The normal and normal variations, 
s well as the pathological, are adequately presented—a 
feature of real value to the student and occasional ra- 
diographer. 

The entire field of abnormal chest roentgenology is 
remarkably well presented in the section on pathologic 
conditions. The amount of factual information presented, 
together with the wide variety of subjects covered, is, 
for a book of this size, most unusual. Most certainly the 
general coverage is such that it well provides “a founda- 
tion of knowledge and a guide for the analysis of any 
roentgenograms of the chest.” This book will find wide 
usage as a constant reference for radiologists and as a 
source of fundamental information for students and 
practitioners. It far putdistances anything yet published 
in the field of chest roentgenology. It is a good reflection 
of a dynamic and brilliant teacher of Radiology—Leo 
Rigler ! 


ad 
& 


C. N. Borman, M.D. 


NATIONAL FORMULARY VIII. 888 pages. Price, $7.50. 

Eastin, Pa.; Meck Publishing Co., 1946. 

The eighth edition of this standard work is now avail- 
able. Published by the American Pharmaceutical As- 
sociation, it provides official specifications for many 
widely used drugs not included in the U. S. Pharma- 
copoeia. Some 188 new admissions appear in the new 
issue. As new standards and formulas are devised, they 
will be made known through interim revisions or supple- 
ments. The new N. F. VIII becomes official April 1, 
1947, 
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Delegates Hear Pleas 
(Continued from Page 76) 


licensure board, it was reported. The, delegates 
approved Dr. Hedin’s motion that two members 
of the present board of nurse examiners, one rural 
hospital administrator and one _ representative 
each from the medical profession and the prac- 
tical nurses group should compose this board to 
have jurisdiction over all matters pertaining to 
the practical nurse. 


In addition to approving the establishment of 
twenty one-year practical nurse training schools, 
the delegates also voted their approval of in- 
creasing the present three-year nurse training 
schools by ten. 

Cognizance is being taken of this plea from the 
medical profession for remedial measures in the 
nursing field. Just recently the Board of Regents 
approved the establishment of a one-year course 


for practical nurses in connection with the School 
of Nursing at the University of Minnesota. 
Doubtless many hospitals throughout the state 
will take similar action as soon as the courses 
can be established. 


Treatment of Hyperthyroidism 
(Continued from Page 41) 


ing has been discovered to equal the results of 
thyroidectomy successfully performed. 
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Replies to advertisements should be mailed in care of 
MINNESOTA MeEpIcINE, 2642 University Avenue, Saint 
Paul 4, Minn. 


POSITION WANTED—Young M.D., Class A gradu- 
ate, Cook County internship, Army experience includ- 
ing overseas, now taking additional three months at 
Cook County, desires position as associate to estab- 
lished Minnesota physician. Available February 1, 
1947. Will consider locum tenens. Address E-1, care 
MINNESOTA MEDICINE. 


PHYSICIAN WANTED—For | suburban location. 
Ground floor, new building, with druggist and den- 
tist. Telephone Deephaven 715. 


FOR SALE—Practicé and office equipment in Har- 
mony, Minnesota, town of 890 population, situated in 
prosperous farming community in southern part of 
state. No physician there at present. Price, $2,000. 
Address Alfred H. Wolf, M.D., 1417 West Lake 
Street, Minneapolis 8, Minnesota. 


WANTED—Doctor for general work in feneesi estab- 


lished Minnesota clinic. Address E-2, care MINNESOTA 
MEDICENE. 


FOR RENT—Newly finished ground floor offices. Four 
examining rooms; one large reception room; labora- 
tory; lavatory. Address Ertel Pharmacy, 458 South 
Robert, St. Paul 7, Minnesota. 


OPPORTUNITY FOR GENERAL PRACTICE in 
thriving community. Modern office, fireproof build- 
ing, with or without equipment. Present physician 
retiring. Address L. M. Thurber, Chatfield, Min- 
nesota. 


WANTED—Physician trained in eye, ear, nose and 
throat specialty to take over practice temporarily or 
permanently. Ideal office suite located in Lowry Medi- 
cal Arts Building, Saint Paul, Minnesota. Address 
E-4, care MINNESOTA MEDICINE. 


POSITION WANTED—Experienced office nurse 
desires position in Southern Minnesota. Best of ref- 
erences. Address E-3, care MINNESOTA MEDICINE. 


FOR SALE—Lot suitable for Medical Clinic. Address 
Bernard E. Ericsson, Moorland Park Agency, 424 
New York Life Bldg., Minneapolis 2, Minnesota. 


FOR RENT—Physician’s office, corner of Thomas and 
Hamline, Saint Paul. Inquire at dentist’s office or 
at corner drug store. : 








National Placomont Sorwice ... °O® #°SPITALS — CLINICS — PHYSICIANS: 


AND DENTISTS’ OFFICES 
. PART TIME—TEMPORARY—PERMANENT 
When in need of a PHYSICIAN, DENTIST, OFFICE NURSE, TECHNICIAN, MEDICAL SECRETARY, 
OTHER PERSONNEL for medical and dental offices, clinics, and ‘hospitals contact— — ‘ = 
916 Medical Arts Building 


Minneapolis, Minn.—GE. 7839 The Medical Placement Registry  s:. ?iut we ase as 
OLIVE H. KOHNER, Director TF 











MINNESOTA MEDICINE 








PHYSICIANS AND HOSPITALS SUPPLY CO., Inc. 


414 SOUTH SIXTH ST. MINNEAPOLIS. MINN 
INSTRUMENTS - TRUSSES - EQUIPMENT - PHARMACEUTICALS - DRUGS 
8 MAIN 2494 








ae Saas crest | { Radiological and Clinical 


Biologicals Dressings Assis icians 

Pharmaceuticals Surgical Instruments tance to Physi 

Hypodermic Medications Trusses in this territory 
7:30 a.m. to 6 p.m. 

Holidays, 9 a.m. to 6 pm. MURPHY LABORATORIES 
Minneapolis: 612 Wesley Temple Bidg. - - At. 4786 
J oseph E. Dahl Co. St. Paul: 348 Hamm Bidg. Ce. 7125 
Incorporated If no answer, call 
ATlantic 5445 82 So. 9th St., Mpls. 




















Orthopedic Braces and Hall & Anderson 
SL SN RS ee ST 


Appliances 
ey po a PRESCRIPTION PHARMACY 
waar oa on SIOLOGICALS 


Scientific manufacture 


and fitting. PHYSICIANS’ SUPPLIES 
AUGUST F. KROLL SAINT PAUL, MINN. 


Manufacturer 
230 WEST KELLOGG BLVD. LOWRY MEDICAL ARTS BUILDING 
St. Paul, Minn. CE. 5330 TELEPHONE: CEDAR 2735 

















SAFEGUARD YOUR 


VALUABLES UNUSUAL LENS GRINDING | 
The American Way CATARACT, 


in our electrically protected 


vault 5) iy MYO-THIN 


x A enfe deposit box poveoss and other difficult 
S you the utmost protection for f : 

rel peeps” NSURANCE’ SOPIeiEy WILLS: AE Me ah ta EF 
rE. STRACTS, SECURITIES, JEWELRY, other irreplace- = lenses ure ground to 
we articles and, documents a ge —-, - extreme thinness and 

ISIT OUR —We have a limited number o 
|dress boxes available and will gladly show you a box suited accuracy by our 
, 424 to your needs, 


expert workmen. 
THE AMERICAN NATIONAL BANK 
OF SAINT PAUL 


SAINT PAUL 
MINNESOTA 





Bremer Arcade Robert at 7th CE dar 0573 


s and Member Federal Deposit Insurance Corporation 


ce or 




















Insurance 


atua 


Druggists’ Mutual Insurance Company '”"”" 


ALGONA, IC OSS 


Saving Firs Tornad¢ Automobile Insuranc« Service 


MINNESOTA REPRESENTATIVE-S. E. STRUBLE. WYOMING, MINN 





NUARY, 1947 
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Old Way... 


CURING RICKETS in the 
CLEFT of an ASH TREE 


R many centuries,—and apparently down 

to the present time, even in this country— 
ricketic children have been passed through a 
cleft ash tree to cure them of their rickets, and 
thenceforth a sympathetic relationship was 
supposed to exist between ther and the tree. 
Frazer* states that the ordinary mode of effec- 
ting the cure is to split a young ash sapling 
longitudinally for a few feet and pass the child, 
naked, either three times or three times three 


through the fissure at sunrise. In the West of 


England, it is said the passage must be “against 
the sun.” As soon as the ceremony is performed, 
the tree is bound tightly up and the fissure 
plastered over with mud or clay. The belief is 
that just as the cleft in the tree will be healed, so 
the child’s body will be healed, but that if the 
rift in the tree remains open, the deformity in 
the child will remain, too, and if the tree were to 
die, the death of-the child would surely follow. 


Fraser, J. G.: The Geiden Bough, vol. 1, New York, Macmillan & Oo., 1923 


New Way... 
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It is ironical that the practice of attempting to 

cure rickets by holding the child in the cleft of 

an ash tree was associated with the rising of the 

sun, the light of which we now know is in itself 
one of Nature’s specifics. 


Preventing and Curing Rickets with 


OLEUM PERCOMORPHUM 


OWADAYS, the physician has at his 
command, Mead’s Oleum Percomor- 
phum, a Council-Accepted vitamin D product 
which actually prevents and cures rickets, when 
given in proper dosage. 

Like other specifics for other diseases, larger 
dosage may be required for extreme cases. It is 
safe to say that when used in the indicated dos- _ 
age, Mead’s Oleum Percomorphum is a specific 
in almost allcases of rickets, regardless of 


degree and duration. Mead’s Oleum Percomor- 
phum because of its high vitamins A and D 
content is also useful in deficiency conditions 
such as tetany, osteomalacia and xerophthalmia. 


* * * 


COUNCIL-ACCEPTED 
Oleum Percomorphum With Other Fish-Liver Oils and Viosterol. 
Contains 60,000 vitamin A units and 8,500 vitamin D units per 
gtam and is supplied in 10 c.c. and 50 c.c. bottles; and in bottles 
containing 50 and 250 capsules. 


MEAD JOHNSON & COMPANY, Evansville, Indiana, U.S. A 





Pleas: enclose professional card when requesting samples of Mead Johnson products to co-operate in preventing their reaching unauthorized persons 


120 


MINNESOTA MEDICINE 





DICINE 


Here’s why so many physicians 
recommend GOLDEN GUERNSEY 


What's in a 
Quart of 


Golden 
Guernsey 


4.5 to 5% 
Butterfat 


Protein 


Milk Sugar 


Minerals 


Vitamins 
A, B,C, D, G 
Nicotinic Acid 
B complex 








. . . as the ideal food for babies and growing children 


. . . for building up the underweight or undernourished 
children 


. . . as a non-fattening but nourishing food in reducing 
diets 


. . . aS an important source of body-building elements 
for everyone 


Golden Guernsey Gives... 


EXTRA FOOD VALUE because it is richer in butterfat, min- 

* erals, milk sugar and proteins. Golden Guernsey is never mixed 

with other milk. Therefore, the proper caloric balance is maintained 
as nature intended, 


2 MORE VITAMIN VALUE in increased quantities of Vitamins 
* A, C, D, G, and B. Golden Guernsey producers guard against 

winter-lowering of Vitamin content by feeding those feeds which help 

sustain the Rich Yellow color that means Vitamin A presence. 


3 EXTRA QUALITY because rigid inspection by authorized rep- 

* resentatives of Golden Guernsey, Inc. constantly checks the 
quality and purity standards. Produced ,from selected all-Guernsey 
herds in clean, well-lighted dairies, Golden Guernsey scores practically 
100 per cent on all quality points. 


GOLDEN GUERNSEY SOLD EXCLUSIVELY BY 
EWALD BROS. SANITARY DAIRY IN MINNE- 
APOLIS—61 YEARS OF CONTINUOUS SERVICE. 
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The MOUNDS PARK SANITARIUM 


SAINT PAUL, MINNESOTA 


=— ; all 
THE ESSENTIALS for Treatment of Nervous and Mental Diseases 


1 Specialists in diagnosis and care. 4°Especially trained graduate nursing staff 
2 Hospital care, partial or complete isola- 5 Hydrotherapy and occupational therapy 
tion from former environment. 6 An atmosphere of cheerfulness. 
3A staff of consulting physicians and Upon enquent,, the Sanitarium will be pleased to send the 
surgeons. details of its service and rates. 
Approved by the American College of Surgeons 




















MILWAUKEE SANITARIUM Wauwatosa, Wis 


__ For NERVOUS DISORDER (Chicago Office—1117 Marshall Field Annex 


Wednesdays, 1-3 P.M.) ee 


i ini i osef A. Kindwall, M.D. 
Maintaining highest standards soil W. Osgood, M.D. 

for more than half a century, the William T. Kradwell, if D. 

Milwaukee Sanitarium stands for Benjamin A. Ruskin, M.D. 


M.D. 
all that is best in the care and owns ieee eg M.D. 
treatment of nervous disorders. E. Madison Paine, M.D. 


Photographs and particulars sent H. Gladys Spear, M.D. 
on request. Arthur J. Patek, M.D. 
G. H. Schroeder 
Business Manager | 
COLONIAL HALL— 
One of the 14 Units in “Cottage Plan.” 

















